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RESECTION OF THE SUPERIOR MAXILLA—HORATIO GATES JAMESON 


OST writers credit Joseph 
Gensoul (1797-1858) of 
Lyons with the first re- 
section in 1826 of the major 
portion of the superior maxilla. 
Opening the antrum was an op- 
eration of fair frequency in the 


times included removal of por- 
tions of the bone. Even as early 
as 1693, Acoluthus of Breslau 
practiced a partial resection of 
the jaw. 

In A Century of American M ed- 
icine' Samuel D. Gross says: 


America may justly claim the 
honour of having led the way in 
extirpations of the upper jaw. 
Small portions, it is true, had been 
chipped off in the eighteenth and 
even in the seventeenth century; 
but the first grand and difficult 
operation of the kind of which we have any knowl- 
edge, was performed in 1820, by Dr. Horatio G. 
Jameson, of Baltimore, who took away nearly the 
entire bone on one side, the roof of the antrum alone 
being left, as it was not involved in disease. Resec- 
tion of both bones, a still greater triumph of surgery, 
was first performed in 1824, by David L. Rogers, of 
New York, who carried his incisions as far back as 
the anterior limits of the pterygoid processes of the 
sphenoid bone, his patient, like that of Jameson, also 
making a good recovery. 


1Philadelphia, 1876. 





Horatio Gates JAMESON 
(1778-1855 


Jameson’s case was a tumor of 
the left superior maxilla in a male 
aged twenty-six. The patient had 
first applied to Dr. Jameson in 
December 1819 but did not re- 
turn for operation until the elev- 
enth of November 1820, the 
tumor having grown rapidly dur- 
ing the interval. The case report 
was published in the American 
Medical Recorder of 1821. The 
article is illustrated with a view 
of the patient, prior to operation, 
showing the deformity occasioned 
by the tumor. Jameson’s second 
examination of the patient dis- 
closed that: 


The base of the tumour extends 
from the middle of the palatine 
arch to the pterygoid process, and 
over all the space which had been 
occupied by the gums. ‘The teeth 
are long since forced out of their sockets, and are 
seen sticking in different and distant parts of the 
tumour. The base is so very short that no very 
distinct view of it can now be had. But from a clear 
recollection of its situation last year, together with a 
careful examination, I was of opinion, and was joined 
in opinion by my friends Doctors Chapman and 
Harper that the lines just mentioned included the 
extent of its attachments. 


In spite of the manifest difficulties and the lack 
of antecedent knowledge of the procedure, Dr. 
Jameson performed the operation at one sitting. 
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The operation is described in Jameson’s original 
report as consisting of four stages: 

First —Ligation of the left carotid in which a 
buckskin ligature was used. 

Second —Exposure of the tumor. 


[ would have cut directly in the direction of the 
greater zygomatic muscle, as a matter of choice, but 
in consequence of the mouth’s being greatly dis- 
torted, the incision began a little nearer the nose, 
and terminated about the origin of that muscle. 
This incision was made by a single stroke of the 
knife, and was conveniently performed without 
touching the tumour, by my holding up the lip on 
one side of the knife, while an assistant held up the 
other. The labial and facial arteries bled freely, as 
though no obstruction had been put upon the vessel 
below. I proceeded to take up the superior portion 
of the facial artery, but it was soon perceived that 
the hemorrhagy would be of short duration. The 
membrane of the mouth which connects the superior 
lip to the gums was next divided, by one stroke of 
the knife, on to the nose, —a second stroke cut down 
that portion of the buccinator muscle which is at- 
tached to the upper jaw. We had now some con- 
firmation of the opinion which we had had of the 
extent of the attachments of the tumour, but there 
was nothing like a pedicle or cervix, all was firm and 
unyielding. Having now brought the tumour as much 
as possible into view, without having done any 
injury to the parotid duct, | proceeded to remove 
the tumour, 

Third 

The tumour being now pretty well emptied of its 
blood, by pressing it with a considerable degree of 
violence, it was more distinctly seen, that the base 
of the tumour extended along the palatine arch nearly 
to the velum pendulum palati; the tumour, however, 
had forced this structure deep into the throat. ‘The 
incision was deepened by two or three bold strokes, 
and all thus extirpated except that part of the tumour 
which was attached to the pterygoid process—this 
part was got at with considerable difficulty, but was 
removed with very little delay. 


Deep dissection. 


Fourth —Suture of skin flaps, linen sutures 
used. 

Three months subsequent to the operation Dr. 
Jameson summed up the condition of his patient 


as follows: 


rom this time he has been gradually improving 
in health, and the swelling of the parts diminishing 
under the application of the vegetable caustic, 
applied two or three times a week. And at the 


present time, nearly three months since the opera- 
tion, there is no appearance of a new growth. The 
velum pendulum palati is quite free, the part from 
which the tumour was cut is rapidly assuming a 
healthy appearance, resembling the gums in struc- 


ture. His health is excellent, no pains remain; and, 
so far as we can forsee, there is little or no probability 
of a return of the disease. 


The case operated upon by David L. Rogers is 
reported in the New York Medical and Physical 
Journal for 1824. The extensive character of 
Rogers’ operation may be noted by the following 
excerpt from this report: 


An incision was made first through the filtrum of 
the upper lip, which was dissected from the tumour 
and alz of the nose, so as to turn both portions of 
the lip over upon the cheek. The second incision 
was to detach the cartilaginous portion of the septum 
narium from the top of the tumour. After extracting 
the first molar tooth on each side, a fine saw was 
used, which readily divided the superior maxillary 
bone, including the palatine process, the two in- 
cisions meeting at the palatine suture; after sawing 
through the principal bones, the tumour was easily 
removed, although it extended much farther back 
than was at first anticipated. It was found necessary, 
during the operation, to remove the two inferior 
turbinated bones, a part of the septum narium, the 
vomer, and a part of the right antrum. 


It will be noted that the patient in each case 
recovered and that each operation antedated 
that of Gensoul of Lyons. 

Horatio Gates Jameson was born in York, 
Pennsylvania in 1778. His father, Dr. David 
Jameson, a graduate of the University of Edin- 
burgh, emigrated to Charleston, South Carolina 
in 1740, later removing to York, Pennsylvania, 
where his death occurred toward the close of the 
eighteenth century. Dr. David Jameson was an 
active practitioner and in addition took a leading 
part in the military affairs of the colonies, serving 
as lieutenant-colonel of volunteers during the 
French and Indian War. He was the medical 
preceptor of his son who began the active practice 
of medicine in 1795 when seventeen years of age. 
After successive residencies in various Pennsyl- 
vania villages, Horatio Jameson removed to 
Baltimore in 1810 where he attended medical 
lectures, graduating in 1813 from the Medical 
College of the University of Maryland. In 1827 
despairing of ever becoming connected with the 
University of Maryland because of professional 
jealousies, he joined with other physicians in 
Baltimore in founding the Washington Medical 
College under the charter of Washington College 
of Washington, Pennsylvania. In 1829 he began 
the publication of a quarterly medical journal 
entitled The Maryland Medical Recorder. A\- 
though ably conducted this journal suspended 
publication with the issue of November 1832 
because of lack of financial support. In 1830, 
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Art. V. Case of Tumour of the Superior Jaw. By Horatio G 
Jameson. M. D. of Baltimore. 


James Underwood, aged about twenty-six years, applied to me 
on the first day of December, 1819, on account of a tumour 
situated on the face. In my note book I find these observations: 
“ James Underwood is a young man of an athletic country habit; 
he has a large tumour on the maxilla superior of about thirteen 
months durati It d from the external and lower 
edge of the gums, and afterwards gradually extended over the 
middle of the above named bone, pushing upwards towards the 
eye, and forming a considerable tumour on the outside of the maxil- 
Jary bone. It also extended upwards and backwards, along the 
internal surface of the superior jaw; this portion of the tumour 
now filled about half the palatine arch somewhat below the teeth, 
and extended so far backward as to be in contact with the velum 
pendulum palati. The whole forming a tumour which would 
probably weigh about two ounces. The case has been mistaken 





Facsimile of first paragraph of Jameson’s original report. 


Dr. Jameson visited Europe and read an essay on 
the non-contagiousness of yellow fever before the 
Society of German Naturalists and Physicians 
which met in Hamburg. The year 1835 found 
him associated with Daniel Drake, Samuel D. 
Gross, Landon C. Rives, and James B. Rogers 
as a member of the faculty of Ohio Medical 
College at Cincinnati. This move proved un- 
fortunate and because of his wife’s health, he was 
compelled to return to Baltimore where he failed 
to fully regain his earlier surgical pre-eminence. 
In 1854 he removed from Baltimore to his birth 
place in Pennsylvania. His death occurred during 
a visit to New York City on August 4, 1855. 

Because of Jameson’s strong position as a 
surgical leader, he was vigorously opposed by 
certain members of the medical profession and 
the report of a trial, in which he sued Dr. Frederick 
EK. B. Hinsey for defamation of character,' supplies 
details of a persecution rarely recorded in medical 
annals. It appears that two scurrilous pamphlets 
had been circulated against him misrepresenting 
his published reports and denying in certain 
features the authenticity of his operations. At 
the trial the allegations of the pamphlets were 
wholly disproved and Dr. Jameson was given a 
complete vindication “from these most cruel 
attempts to involve him in ruin.” 

Among his many outstanding surgical achieve- 
ments may be mentioned several cases of reduc- 
tion of dislocated shoulder joints of long standing, 
ligation of the external iliac artery, a successful 
tracheotomy for the removal of a water melon 
seed lodged at the bifurcation of the trachea, and 
amputation of the cervix for carcinoma (per- 


1American Medical Recorder, January 1829 
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Plate showing external appearance of tumor (accom 
panying original article). 


formed in May 1824).* He was an early experi- 

mental investigator in the use of ligatures of 

animal origin and his work strongly reinforced , 
that of Philip Syng Physick* who in 1814 urged 

the employment of ligatures of kid and chamois. 

He also wrote on lithotomy, extraction of the 

lens, removal of a tumor of the orbit, hernia, 

fistula in ano, stricture of the rectum, yellow 

fever and many other subjects. 

Horatio Gates Jameson is entitled to enduring 
fame not only for his original and in many in- 
stances, bold surgical procedures but, as Dr. 
Marcy’ pointed out, for his pioneer experimental 
studies on the ligation of blood vessels and his 
proof of the absorption of ligatures of animal 
origin. 

2Virst done in Europe by Osiander in 1801 and Lisfranc in 1816 

*Physick (1768~-1837) 


‘Brief sketch of Horatio Gates Jameson, by Henry O. Marcy, M.D, 
Southern Surgical and Gynecological Transactions, Vol. XLX, 1907 
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Todd, H. C.: Aseptic Cavernous Sinus Thrombosis. 
J. Oklahoma State M. Ass., 1928, xxi, 286. 


‘Todd reports the case of a colored boy who was 
admitted to the hospital with pain and very rapid 
swelling of the left eye and orbit. After numerous 
examinations by ophthalmologists, rhinologists, and 
other specialists, the condition was attributed to a 
low-grade infection of the left sphenoidal sinus 
causing an aseptic thrombosis of the cavernous sinus. 
This diagnosis was based upon: (1) the history of 
rapidly developing exophthalmos, more marked on 
the left than the right side, which was only slightly 
painful but was associated with redness, engorge- 
ment, and chemosis of the conjunctiva; (2) increased 
intracranial tension, as shown by a slow, full pulse 
(52 to 56) and marked engorgement of the veins in 
both fundi, indicating an obstruction to the venous 
circulation in both eyes; and (3) total absence of 
fever and other signs of sepsis, the red and white 
blood count remaining practically normal. 

As a rule this condition tends to become cured 
spontaneously, but in the case reported a subtempo 
ral decompression was done to decrease the danger 
of blindness from intracranial pressure on the optic 
nerve. 

The operation was followed by complete recovery 
with no impairment of vision. 

In the author’s opinion, a thrombus in the caver- 
nous sinus is formed as the result of extension by 
contiguity of tissue, and in the early stages at least 
is aseptic. Joun H. Gartocx, M.D 


Ivy, R. H., and Curtis, L.: Some Orthopedic Prob- 
lems of the Lower Jaw, with Special Reference 
to Unilateral Shortening. J. Bone & Joint Surg., 
1928, x, 645. 

Unilateral shortening of the mandible causing a 
deformity very similar to that found in ankylosis 
but without limitation of the movement of the jaw 
usually occurs in childhood as the result of osteo- 
myelitis and necrosis and less frequently as the result 
of fracture or the operative removal of a section of 
the mandible for tumor. 

Function and appearance in such cases can be 
greatly improved by osteotomy or division of scar 
tissue to bring the chin forward and to the midline, 
followed by restoration of continuity by bone graft- 
ing. The two most suitable forms of bone graft for 
the mandible are a periosteal graft from the tibia and 
a thick graft from the crest of the ilium. 

RicHaArpD F. Hernpon, M.D. 


HEAD AND NECK 


Simmons, C. C.: Adamantinoma. Ann. Surg., 1928, 
Ixxxviii, 693. 

Adamantinomata are not uncommon, but are 
often confused with bone cysts, benign giant-cell 
tumors, or carcinomata. 

They arise most often in the lower jaw from the 
paradental epithelial débris or the enamel organ. 
Similar tumors may occur in the hypophyseal region. 
As the epithelial cells differentiate to a greater or less 
degree, the tumors vary in their appearance. 

Grossly, the tumors appear as multiple cysts 
centrally placed in the jaw. ‘The cyst expands the 
jaw, destroying the cortex. 

Although the growths are usually considered 
benign, they are of epithelial origin and potentially 
malignant. ‘Two of twelve cases reviewed showed 
definite glandular metastases late in the disease—in 
one of them fourteen years after the onset. Bump 
found only two other cases of glandular metastases 
in the literature. 

The tumors are of slow growth. One patient died 
from local extension and sepsis after two years, 
while in the case of another, a specimen showing the 
same microscopic picture was removed twenty- 
three years after the first operation. 

The usual history in the cases reviewed was of a 
slowly growing jaw tumor that had had previous 
treatment of various kinds, apparently without 
being correctly diagnosed. In the nine specimens 
studied, a careful search revealed stellate cells in all, 
although the relative proportions of the types of 
cells varied within wide limits in the different 
specimens. 

Four of the patients were males. The age of onset 
was between the thirteenth and seventy-third years. 
The upper jaw was affected in three cases and the 
lower jaw in nine. 

X-ray examination shows a characteristic picture 
of central destruction with a single or numerous 
cysts. The bone may be entirely absorbed. The 
disease may be confused with benign giant-cell 
tumor, odontoma, dentigerous cyst, or osteomyelitis. 

The condition causes no characteristic subjective 
symptoms. There is a central tumor, and if the bone 
has been destroyed a fluctuating cystic area will 
remain. Though the diagnosis is usually based on 
the history of a long-standing tumor, the possibility 
of adamantinoma should be considered whenever 
there is X-ray evidence of a central cyst. 

Contrary to the prevailing idea, the results of 
treatment as regards permanent cures by conserva- 
tive operation are discouraging. In all of ten cases 
in which conservative operation was performed a 
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recurrence developed. Two of the patients died 
from local extension and sepsis, and one from 
metastases. 

In the light of these results, the appropriate 
treatment would seem to be wide local excision 
that is, resection of the jaw. In the cases of women 
and young persons, conservative operation may be 
done if the patient will agree to submit to frequent 
examinations and to radical operation if a recurrence 
develops. A radical operation should be performed 
if the tumor is large or if the cuboidal type of cell 
predominates, as this is probably the more malig- 
nant form of growth. 

After resection of the jaw a prosthesis may be 
used or bone grafting may be done. 

James B. Brown, M.D. 


EYE 


Barkan, O. and Barkan, H.: Fracture of the Optic 
Canal. Am. J. Ophth., 1928, xi, 767. 


For years it has been known that following a 
blow on the frontal region, vision may be lost. ‘The 
effect on vision is due to fracture of the optic canal 
with hemorrhage into the sheath of the nerve or 
laceration of the nerve, or to fracture of the anterior 
clinoid process. General or local symptoms may be 
slight, but perimetric fields show partial constriction 
in a fair percentage of cases. 

The authors have seen twenty-two cases in six 
years, and in this article report five with visual field 
charts. They believe that a sector defect extending 
to and including the macular region is sufficiently 
characteristic to be pathognomonic. ‘They suggest 
early operation to remove pressure on the nerve. 

Vircit Wescort, M.D. 


James, R. R.: A Case of Brawny Tenonitis. Brit. J. 
Ophth., 1928, xii, 524. 

In the case reported the right eye had presented a 
peculiar salmon tint and a semi-solid appearing 
chemosis of the conjunctiva for about four years, 
and recently the left eye had begun to be similarly 
affected, the changes being noted first at the equator 
of the eyeball. On pressure, the area of chemosis 
was slightly pitted. The Wassermann reaction was 
negative. 

This condition was described by Stephenson in 
1913 as ‘brawny scleritis,” but in the opinion of 
Collins and the author it is a tenonitis. 

Leste L. McCoy, M.D. 


Hine, M. L., and Wyatt, R. B. H.: A Case of Neuro- 
fibromatosis of the Right Orbit. Brit. J. Ophih., 
1928, xii, 513. 

Neurofibromatosis affecting the eyelids is a rare 
condition and very seldom affects the orbit. In the 
case reported by the authors, that of a man twenty- 
six years of age, the right upper lid was enormously 
thickened and the right lower lid was sodden and 
ulcerated. The skin and underlying tissue in the 
right temporal and the right occipital region was 
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similarly thickened. The eye was blind, the cornea 
being opaque, and showed considerable surface vas- 
cularization; otherwise it was apparently normal. 
The left eye and lids were normal. 

As the conjunctival discharge and ulceration of 
the lower lid could not be controlled and the right 
eye was blind, enucleation was performed with 
removal of a large part of the upper lid and the lid 
margins were sutured together. Recovery was 
uneventful. 

Microscopic examination of the tissues showed 
that practically all parts of the eyeball and orbital 
contents were involved in the neurofibromatosis. 

Lesure L. McCoy, M.D. 


Corbett, J. J.: Plastic Dacryorhinostomy. Am. J. 
Ophth., 1928, xi, 774. 

For successful results, any operation on the tear 
sac must relieve and prevent the recurrence of both 
infection and epiphora. Simple extirpation of the 
sac will remove infection but will not relieve epi- 
phora. 

There are now three methods of operating to 
relieve both inflammation and epiphora: (1) the 
West operation, an intranasal approach; (2) the 
Toti and Mosher-Toti procedures, a combined intra- 
nasal and extranasal operation; and (3) the Dupuy 
Dutemps and Bourquet procedures, an extranasal 
operation. 

The author advocates the Dupuy-Dutemps and 
Bourquet operation and describes it in detail. 

Virco. Wescott, M.D 


Vail, D. T., Jr.: Argyrosis of the 'Tarsal Conjunc- 
tiva in an Infant. Am. J. Ophth., 1928, xi, 782. 

Vail reports a case of membranous conjunctivitis 
in a boy fourteen months old which was caused by 
the injudicious use of strong solutions of silver 
nitrate. When the child was a month old a muco 
purulent secretion occurred in the right eye with the 
formation of a membrane on the tarsal conjunctiva. 
Six months later the left eye became similarly in 
volved. Silver nitrate solutions varying in strength’ 
from 2 to 5 per cent were used for months. An ulcer 
formed on the left eye which, following Saemisch sec 
tion, became phthisical. As diphtheria bacilli were 
found, diphtheria antitoxin was given. On three 
occasions all granulation tissue and fibrous exudate 
was removed down to normal tissue. One radium 
treatment was given and resulted in a burn on the 
cheek. 

Following an examination of tissue removed by 
the author, Verhoefi reported that the brownish 
pigment granules were precipitated silver. 

Vircu. Wescorr, M.D. 


Sewall, E. C.¢ Further Development of the Trans- 
sphenoid Approach to the Optic Foramen. An». 
Olol., Rhinal. & Laryngol., 1928, xxxvii, 839. 

While optic neuritis may be secondary to any of 
several foci of infection, the author here refers to 
it principally as developing from sinus infection. 
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Ife describes an operative procedure for the relief 
of nerve compression in the canal. 

Anwsthesia is induced by means of scopolamine 
and morphine sulphate, the injection of 1 per cent 
novocain, and the intranasal application of cocaine 
crystals. The incision is similar to that used by 
Sewall in the ethmoid-sphenoid-frontal operation, 
but is modified to make a skin-mucous membrane 
osteoplastic flap. ‘The flap is to keep the frontal 
sinus from opening when the soft tissue retracts. 
The ethmoid mass is exposed and the arteries are 
tied. After the ethmoids have been opened, the 
lamina papyracea is removed, the sphenoid is 
opened, and the wall between the sphenoid and the 
depth of the orbit is removed. ‘The thin bone be- 
tween the sphenoid and the optic nerve is removed 
carefully with Jansen-Middleton forceps. If it is 
necessary to open the whole canal, the dura must 
be laid bare. 

After removal of the upper and inner canal walls, 
there is no longer any danger of pinching the nerve. 
Because of the previous ligation of the ethmoid 
arteries, no bleeding is encountered. When the 
operation is finished, the osteoplastic flap is turned 
back into place and the edges of the wound are 
fastened with metal skin clips. 

Grorce R. McAutirr, M.D. 


EAR 


farmer, A. W.: The Diagnosis of Intracranial 
Lesions of General Interest to the Profession, 
Referable to Diseases of the Ear. Med. J. 
Australia, 1928, ii, 520. ‘ 

Purulent labyrinthitis of the diffuse manifest type 
may occur whenever there is a fistula from the in 
fected middle ear into the labyrinth. Severe vestibu- 
lar symptoms are produced, including headache, 
violent vertigo with vomiting, and spontaneous 
nystagmus to the opposite side. On destruction of 
the labyrinth, the functional tests will reveal 
absolute deafness, absence of response to the caloric 
and the rotation tests, and a_ negative fistula 
symptom. 

Infection spreading into the middle fossa produces 
a subdural abscess. In the superficial type, head 
ache may be the only symptom. Headache, peri 
orbital pain, and sixth nerve paralysis indicate a deep 
subdural abscess. Superficial and deep abscesses 
also occur in the posterior fossa. Meningitis con- 
fined to the middle fossa may give rise to headache 
alone. In basal meningitis, headache is usually 
localized, but may be general. Lumbar puncture is a 
valuable diagnostic procedure and not dangerous. 
The fluid is under increased pressure and is cloudy or 
purulent. In tuberculous meningitis, the fluid is 
clear and opalescent. 

Temporal lobe abscess may pass through two 
stages: (1) a manifest stage, in which signs and 
symptoms are present, and (2) a latent stage 


which may last for several months with no symptoms 
beyond headache. 


In the manifest stage there is 
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drowsiness with headache localized to the temporo- 
parietal lobe. Sometimes tenderness is found in this 
area on percussion. Nystagmus is rare except when 
the abscess ruptures into the ventricle. Choked 
disk is seldom seen. A fairly constant sign is partial 
hemianopsia on the same side as the lesion. Anomia 
and paraphasia are common. 

Sinus thrombosis follows a persinal abscess. The 
symptoms of sinus thrombosis are euphoria, a sep 
tic type of temperature with rigors, hematogenous 
icterus of the conjunctiva, petechia of the skin, 
and choked disk. Choked disk appears late in the 
disease. 

In cerebellar abscess, nystagmus is an important 
sign. It is usually coarser than the nystagmus due 
to suppurative disease of the labyrinth. It may be 
toward either side, but it more usually toward the 
side of the lesion. It increases as the pressure be 
comes greater. Choked disk is more common in 
cases of cerebellar abscess than in those of temporal 
lobe abscess. Vomiting and headache are constant. 
Definite vertigo is present. The patient tends to 
fall toward the side opposite the one on which the 
lesion is located. Disdiadokokinesis is fairly con- 
stant. 

An acoustic nerve tumor produces deafness, tin 
nitus, and vertigo with facial paresis. As the tumor 
enlarges, the fifth and sixth nerves become involved. 
Later, the ninth, the tenth, and eleventh nerves are 
affected. The chorda tympani is affected early with 
consequent loss of taste in the area supplied by 
this nerve. W. M. Paton, M.D. 


Davis, E. D. D.: Injuries of the Ear Arising from 
Fractures of the Skull. Brii/. AJ. J., 1928, ii, 741. 


The author believes that an aural examination 
should be made immediately after a skull fracture as 
it is then possible to estimate the damage to the ear 
more accurately. 

In the majority of basal skull fractures the middle 
fossa is involved, and when this is the case the 
eustachian tube is apt to be injured. Fracture of the 
internal ear and labyrinth is rare. Profuse and pro- 
longed bleeding from the external ear indicates 
hemorrhage from the middle meningeal artery or 
rupture of the lateral sinus. In cases of haemorrhage 
from both ears the mortality is about 66 per cent, 
whereas in those with haemorrhage from one ear 
it is about 39 per cent. 

In cases in which suppuration was present before 
the accident, the probability of meningeal infection 
is very great and the prognosis is correspondingly un- 
favorable. In cases of fracture of the middle fossa, 
peripheral paralysis of the facial nerve occurs in 
about 46 per cent, but recovery results after a long 
interval. ‘The degree of deafness varies considerably, 
depending on the local suppuration and inflamma 
tion, but if improvement is to occur it is usually 
apparent within eight weeks. Suppuration calls for 
the establishment of free drainage through the 
drum and possibly mastoidectomy. 

Georce R. McAutirr, M.D. 
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Sharpe, W. S.: The Influenzal Ear. Proc. Roy. Soc. 
Med., Lond., 1928, xxi, 1923. 

During the course of influenza, the author has 
noted several types of ear involvement. The first 
is characterized by the gradual onset of true nerve 
deafness which is of directly toxic origin and in few 
cases is followed by complete recovery. ‘The second 
is characterized by acute myringitis with intra- 
membranous haemorrhages and is relieved by scari- 
fication or myringotomy if bulging occurs. The 
third is characterized by inflammation within the 
tympanic cavity with severe symptoms, but is 
completely relieved by myringotomy if the opera- 
tion is performed promptly. 

Sharpe concludes that if involvement of the ears 
by influenza is seen early and treated energetically, 
surgery of the mastoid will seldom be necessary and 
complete recovery will usually result without com- 
plications. Manrorp R. Warz, M.D. 


Williams, T. J.: Tinnitus Aurium: Some Consid- 
erations of Its Causes, with Special Reference 
to Analogies. Ann. Otol., Rhinol. & Laryngol., 1928, 
XXXVii, 992. 

Tinnitus aurium is perhaps the most frequent 
complaint for which treatment by an aurist is 
sought. It is not a disease in itself nor a definite 
symptom of aural disease, and its cause is still 
unknown. 

Hissing sounds usually indicate a labyrinth at the 
point of nerve termination. Clicking is attributed 
to the spasmodic contraction of the salpingopharyn- 
geus muscle. Bubbling noises may arise from an 
exudate in the middle ear. Pulsating or beating 
noises are due to circulatory disturbances. ‘The 
causative factor may possibly be a general sclerosis, 
ossification, or calcification of the eighth nerve or 
cortex. In some cases, however, the condition is of 
psychic or neurasthenic origin. 

Grorce R. McAuuirer, M.D. 


Stoker, F.: The Nature of Progressive Deafness: A 
Degenerative Disease. J. Laryngol. & Otol., 192%, 
xliii, 645. 

The author states that progressive deafness is 
generally of insidious, symptomless, and apparently 
causeless onset and when once initiated runs a 
persistent and usually uncontrollable course toward 
a culmination which varies from a trifling loss of 
hearing to total deafness. He discusses the patholog 
ical changes and the relation of degeneration to the 
condition. James C. Brasweiit, M.D 


Mayer, O.: The Pathology of Otosclerosis. Proc. 
Roy. Soc. Med., Lond., 1928, xxi, 1897. 


In the author’s opinion, otosclerosis should be re 
garded as a hyperplasia. ‘The newly formed bony 
tissue is an imperfect tissue, distinctly elementary in 
type, which is never found in the labyrinth capsule 
in other conditions and shows marked histological 
variations. The variations are a feature of hyper- 
plasia and tumors. 
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The otosclerotic areas in the labyrinth capsule are 
really pathological growths which arise in connec 
tion with embryonic maldevelopments. These areas 
usually appear in definite positions of the labyrinth 
capsule. ‘The pre-existing bone becomes absorbed 
and new bone is formed. 

Disturbances of development of the inner ear and 
other parts of the auditory organ occur in otosclero 
sis. There is a definite hereditary factor in this dis 
ease. Degenerative stigmata are frequently seen. 

The atrophy of the labyrinth almost always found 
in otosclerosis is due chiefly to the lack of develop 
ment of the middle ear in such cases. This is demon 
strated by certain malformations and by the tendency 
of the connective tissue to become ossified. 

In otosclerosis, the whole auditory organ has a 
morbid tendency and the labyrinth capsule is fre- 
quently affected. 

The author has been impressed by the fact that in 
some instances of Paget’s disease there are localized 
lesions similar to those found in otosclerosis. How 
ever in osteitis deformans, the process is diffuse and 
the newly formed bone is better developed. 

Otosclerosis may be placed in a grouping based 
on anomalies of the connective tissue. ‘These an- 
omalies are expressed by such conditions as blue 
sclerotics, osteopsathyrosis, osteitis deformans, and 
hypoplasia of vessels. W. M. Paton, M.D. 


Yates, A. L.: A Working Hypothesis for Research in 
Otosclerosis. Proc. Roy. Soc. Med., Lond., 1928, 
xxi, 1907. 

Audiographs indicate three types of deafness: (1) 
nerve or external ear deafness, (2) deafness due to 
otitis media with adhesions, and (3) deafness due to 
acute or subacute otitis media and otosclerosis. 

In otosclerosis, progressively increasing departure 
of the graph from the normal can be demonstrated. 
Clinical otosclerosis is defined by the author as a 
condition is which Bezold’s triad syndrome is 
present with patency of the eustachian tube and 
absence of demonstrable adhesive processes in the 
middle ear and of perforation of the membrane. 

Yates suggests that clinical otosclerosis may be at 
times the terminal stage of subacute otitis media in 
which the products of inflammation are conveyed 
away by the eustachian tube. He states that if a 
perforation forms in the membrane, the case is not 
one of otosclerosis although .the impairment of 
hearing may be similar. It is possible that a chronic 
inflammatory process of the middle ear may bring 
about a pathological condition such as is found in 
otosclerosis. The article contains representative 
audiographs. W. M. Paton, M.D. 


Linell, E. A., and Burnham, H. H.: The Production 
of Otitis Media and Labyrinthitis in Rabbits. 
Ann. Olol., Rhinol. & Laryngol., 1928, xxxvii, 782. 

These experiments were undertaken with the ob 
ject of making a detailed study of the changes in 
the middle ear after experimental infection of the 
middle ear cavity. 
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The organism used was a hemolytic streptococcus 
obtained from clinical cases of scarlet fever. ‘Two 
or 3 c.cm. of a dilute broth culture were injected 
at a time through the tympanic drum membrane 
at intervals of from two to four weeks. While the 
animals recovered promptly after the first injection, 
it was noted that recovery became progressively 
more delayed. A few weeks after the last injection 
the animals were killed and the temporal bone was 
fixed in formalin, decalcified, sectioned, and stained 
with haematoxylin and eosin. 

Abundant evidence of inflammatory bone disease 
and attempts at bone repair were found. In many 
instances the stapes had been attacked. Masses of 
granulation tissue were present. In one case the 
labyrinth had become involved through the oval 
and round windows.  GerorGce R. McAuttrr, M.D. 


Lewy, A.: The Influence of Fluorine on the Bony 
Labyrinth of the White Mouse (Mus Mus- 
culus Albinus): Preliminary Report. Arch. 
Otolaryngol., 1928, viii, 315. 

Lewy states that fluorine is a factor in bone 
metabolism. In the white mouse its influence 
seems to extend to the bony labyrinth of the ear, an 
observation which suggests to the otologist the pos- 
sibility of using fluorine in the treatment of oto- 
sclerosis. James C. Braswe., M.D. 


Turner, A. L., and Fraser, J. S.: Labyrinthitis, a 
Complication of Middle-Ear Suppuration: A 
Clinical and Pathological Study. J. Laryngol. & 
Otol., 1928, xliii, 609. 

Of thirty-one cases of labyrinthitis in which the 
authors made microscopic studies, the condition 
followed acute middle ear suppuration in five and 
chronic purulent otitis media in twenty-six. Only 
three cases with involvement of the inner ear could 
be attributed to acute middle ear suppuration. 

Of the twenty-six patients with labyrinthitis fol- 
lowing chronic middle ear suppuration, all but three 
were under thirty-one years of age. The cause of the 
original ear discharge was ascertained in seven Cases. 
In five it was measles, and in two, scarlet fever. 

Cholesteatoma was noted on otoscopic examina- 
tion, at operation, or on subsequent microscopic ex- 
amination in twenty of the twenty-six cases. Peri- 
sinus abscess was present in eight cases. There was 
only one case of serous labyrinthitis. In six cases, 
circumscribed labyrinthitis was found in the lateral 
canal, and in one case, in the cochlea. ‘The purulent 
stage was noted in thirteen cases, but in five of these 
there was evidence of granulation or connective 
tissue. James C. Braswe tt, M.D. 


Vasomotor Affections of the In- 
Proc. Roy. Soc. Med., Lond., 1928, 


Portmann, G.: 
ternal Ear. 
XXl, IQ17. 

Vasomotor disturbances may be considered as 

among the most pathognomonic and the most im- 

portant affections of the internal ear. The symp- 


toms are vertigo caused by sudden vasodilatation 
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following spasm such as occurs in the syndrome of 
Lermoyez, or by a pronounced ischemia of the 
labyrinth, such as occurs in Meniére’s disease; 
tinnitus, indicating cochlear involvement and pro- 
duced either by vasoconstriction or vasodilatation; 
vestibular irritability, evidenced by hyperexcita- 
bility in vasoconstriction and vasodilatation; and 
deafness caused by vasoconstriction. 

The angiospasmodic syndrome of the labyrinth 
includes: (1) tinnitus, (2) deafness, and (3) sym- 
pathetic hypertony. The syndrome of hypertony 
is the same with the addition of vestibular hyper- 
excitability and sympathetic hypertony. Both syn- 
dromes may alternate, one may predominate over 
the other, or at times the sympathicotonic may 
predominate at the level of one organ and the 
parasympathetic at the level of the other. 

The causes of vagosympathetic troubles and 
therefore of labyrinthine vascular spasms may be 
mechanical, endocranial, toxic, or psychic. The 
most important causes acting on the regulating 
apparatus are the action of the nervous system and 
the action of the endocrine glands, especially the 
suprarenal, Manvorp R. Wattz, M.D. 


Fenton, R. A., and Larsell, O.: The Mechanism of 
Pain Transmission in Certain Types of Otalgia. 
Ann. Olol., Rhinol. & Laryngol., 1928, xxxvii, 739. 

The authors state that investigation of the neuro- 
histology of the sphenopalatine region is difficult 
because of the lack of fresh material and the in- 
adequacy of degeneration studies of fibers and cells 
in an area so complex. Vasomotor changes, infil 
tration, infection, or pressure in the sphenopalatine 
sensory distribution stimulates the palatine, seventh, 
and other visceral sensory fibers. Such impulses, 
passing through the great superficial petrosal nerve 
to the geniculate ganglion, come into relation to the 
somatic sensory cells and fibers of the ramus cuta 
neus facialis, transferring the pain impulse to the 
auricular and mastoid region. 

Grorce R. McAuutrr, M.D. 


NOSE AND SINUSES 


Theisen, C. F.: Ethmoiditis in Infants and in 
Young Children, with Accompanying Eye and 
Orbital Complications. Arch. Ololaryngol., 1928, 
viii, 386. 

The author reviews thirty-one cases of ethmoiditis 
in very young children. In six, there were eye and 
orbital complications, and in six others the ethmoid 
itis was associated with maxillary sinusitis. 

The most frequent causes of ethmoiditis are com 
mon colds, scarlet fever, measles, influenza, and 
diphtheria. The condition is favored by enlarged 
tonsils and adenoids, tuberculous tendencies, and 
congenital syphilis. 

The best aid in the diagnosis is the X-ray. 

Theisen believes that conservative treatment is 
indicated especially in the cases of children. ‘To 
improve aeration of the sinuses he uses an ephedrine 
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spray. He employs radical operative measures only 
when severe eye, orbital, or systemic complications 
are present, and then operates externally through a 
Killian incision. 

Six cases in which operation was necessary are 
reported. Georce R, McAuuirr, M.D. 


Sewall, E. C.: The Diagnosis and Treatment of 
Chronic Maxillary Sinus Infection: Extension 
of the Technique to Include Control of Hamor- 
rhage by Ligation of the Terminal Branches of 
the Internal Maxillary Artery and Resection of 
the Middle Meatal Wall Giving Operative 
Approach to the Ethmoid and Sphenoid 
Sinuses. Arch. Ololaryngol., 1928, vili, 405. 

In the diagnosis of chronic maxillary sinusitis, the 
history, the symptoms, the findings of the physical, 
X-ray, and cytological examinations, and the results 
of irrigation must be taken into consideration. 
Sinusitis is to be suspected in cases of recurrent 
colds in rapid succession in which smears and the 
cytological examination show an increase in the 
number of leucocytes. Negative roentgenograms in 
the presence of a nasal discharge cannot be regarded 
as conclusive evidence of the absence of sinusitis. 

If possible, persons suffering from chronic maxil- 
lary sinus infection should move to a region with a 
warm, dry climate. The non-operative treatment of 
the condition consists in the use of local measures to 
decrease swelling in the nose and promote drainage. 
When surgery is indicated, the author performs a 
radical Caldwell-Luc operation with removal of the 
middle meatal wall. ‘To prevent bleeding, the ter- 
minal branches of the internal maxillary artery are 
ligated where they enter the nose. The infra-orbital 
and supra-orbital ethmoid cells are exenterated and 
the sphenoid is drained. If necessary, a fronto- 
ethmosphenoidectomy is performed later. All of the 
surgery is done under local anwsthesia. One hour 
before the operation, the patient is given 1/100 gr. of 
scopolamine and 4 gr. of morphine; procaine hydro- 
chloride is injected along the gingivolabial margin; 
and cocaine crystals are applied intranasally. 

Grorce R. McAuttrr, M.D. 


MOUTH 


Blair, V. P., Brown, J. B., and Womack, N. A.: 
Cancer In and About the Mouth. Ann. Surg., 
1928, Ixxxvili, 705. 

Cases of cancer in and about the mouth are 
grouped by the authors according to the anatomical 
site of involvement chiefly because of the relation of 
the latter to the treatment and prognosis and be- 
cause such a grouping facilitates classification, his- 
tory taking, and presentation. 

The term “carcinoma of the jaw” is not used be- 
cause bone involvement is secondary and only inci- 
dentally influences the treatment. 

Growths with wide extension or metastases are put 
in the group corresponding to the primary site of the 
growth. There are cases of tumors of the neck in 
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which no primary growth site can be determined, 
but the majority of neck tumors are metastatic from 
some unrecognized growth in the upper respiratory 
or digestive tract. 

Four arbitrary clinical stages are distinguished 
which are of practical use as a basis for treatment 
and prognosis from clinical findings. 

Biopsies are done in most cases before treatment 
is begun, both for confirmation of the diagnosis and 
for the determination of the relative degree of malig- 
nancy of the growth. 

In arriving at a plan of treatment and the progno 
sis, clinical and microscopical findings are considered 
together. No one criterion has been found to offer an 
accurate basis of prognosis as regards life. 

Growths may be held in relative abeyance for a 
time, but later take on much more rapid growth, if 
not a true increase in malignancy. In the cases re- 
viewed there was a higher percentage of undifferen- 
tiated growths in the late than in the early stages. 

There has been observed a type of growth that in 
its clinical aspects is cancer, but in which the micro- 
scopic picture does not show the typical definition of 
cancer. Such growths may cause great destruction if 
they are not treated at least locally as cancer. 

The degree of malignancy of metastatic gland car- 
cinoma follows fairly closely that of the primary 
growth. There may be no microscopic evidence of 
malignancy in the regional glands, but this does not 
necessarily mean that the glands are not affected. 

Of the cases reviewed the results were,of course, best 
in those in which no carcinoma was found in the glands. 
However, there were cases in the series showing that 
undifferentiated carcinoma, even in the glands of 
the neck, is not an absolutely hopeless condition. 

The operative mortality was high—21.5 per cent. 
All but one of the deaths occurred in advanced cases 
in which very radical operations had been done. 

The farther back in the mouth and pharynx the 
operation is carried, the higher the mortality. This 
is probably due to increased liability to respiratory 
infection. 

The results of treatment are tabulated. 

James B. Brown, M.D. 


Fairchild, F. R.: Cancer of the Lower Lip: Sug- 
gestions as to Operative Technique in Plastic 
Repair. Arch. Surg., 1928, xvii, 630. 


In the operation for cancer of the lower lip which 
is advocated by the author, vertical incisions are 
made at each side of the tumor through the entire 
thickness of the lip and are connected at their lower 
ends by a transverse incision, the cancer then being 
removed in a rectangular mass. The vertical inci- 
sions are then prolonged downward in an obliquely 
vertical direction to mobilize a flap of tissue to be 
used in the formation of the body of a new lip. In 
the free dissection of this submental flap, any 
involved glands are excised. In the next step, buccal 
mucous membrane flaps are prepared as a lining 
for the skin flap and sutured with interrupted sutures 
of chromic catgut. ‘The original skin flap and mucous 
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flaps are then sutured and brought into place as a 
new lip. 

The advantages of this operation may be sum- 
marized as follows: 

1. There are no contractures to decrease the size 
of the mouth. 

2. There is no interference with the most radical 
extirpation of the tumor along with glandular 
enlargements. 

3. The operation may be completed in one stage. 

4. There is no tightening of the lip. 

5. A sulcus of normal depth is formed in front of 
the incisors. GerorGce R. McAutirr, M.D. 


PHARYNX 


Ilueper, W. C., and O’Connor, D.: Agranulocytic 
Angina. Luryngoscope, 1928, xxxvili, 679. 

The authors report five cases of agranulocytic 
angina. All terminated fatally. No evidence of 
contagiousness of the disease was proved. 

The unknown toxic element in the condition in- 
jures not only the granulocytic system but also the 
lymphatic system, as evidenced by the marked ab- 
solute decrease in the lymphocytes in the blood and 
atrophy of the lymphatic tissue in the spleen and 
lymph nodes. Manrorp R. Wartz, M.D. 


Mollison, W. M.: Dysphagia Due to Pharyngeal 
Paralysis. Proc. Roy. Soc. Med., Lond., 1928, 
RX, 1777. 

Dysphagia due to paralysis of the pharyngeal 
wall is uncommon. ‘The different types are: (1) the 
central or nuclear, from bulbar paralysis, localized 
hemorrhage, or embolus; (2) the intracranial or 
infranuclear, from pachymeningitis and tumors; and 
(3) the extracranial, at the base of the skull, from 
tumors, glandular involvements, diphtheria, and 
lead poisoning. 

Paralysis of the pharynx from central lesions as 
described in the textbooks is unusual. As a rule it 
is progressive and fatal, but the author reports six 
cases with recovery in five. In most of these, the 
condition occurred following a marked straining ef- 
fort such as that of coughing or vomiting, and ex- 
amination showed a small haemorrhage into the 
bulb. After recovery, there was a residual pharyn- 
geal weakness. 

The author reports also a case of pharyngeal 
paralysis due to peripheral nerve paralysis, two cases 
due to polio-encephalitis, and two cases due to a 
lesion at the base of the skull. 

FRANK B. Berry, M.D. 


NECK 


Winkelhauer, A.: Experiments with Regard to the 
Physiology of the Thyroid (lxperimentelles zur 
Physiologie der Schilddruese). Betir. 2. klin. Chir., 
1928, cxlii, 707. 


Basing his work on Breitner’s studies on the 
histological picture and the functional activity of 


the thyroid, Winkelbauer made a series of experi- 
ments on animals to determine what happens as re- 
gards the iodine content of the thyroid when the 
gland has been reduced in size by one-half and in- 
creased demands are made on the remaining tissue, 
demands which, according to the results of Breitner’s 
experiments, are manifested by increased secretion. 

In six dogs, one-half of the thyroid was extirpated 
and its iodine content determined. The quantitative 
determinations were made according to Fellenberg’s 
method. From ten to fourteen days later the re 
maining half of the thyroid was removed and its 
iodine content determined. 

It is to be assumed that iodine plays an important 
role in the production of a fully normal secretion. 
This is evident from the particularly high iodine 
content of the thyroid. ‘Therefore if the thyroid 
represents, in a fashion, the central depot for iodine 
in the organism, then under normal conditions a 
certain quantity of gland tissue corresponds to a 
certain quantity of iodine —-of course, in one and the 
same individual. When the gland is decreased in 
size by one-half, the remaining half, which is doing 
more work than before, without doubt requires more 
iodine, and since the two halves may be assumed to 
be of approximately the same size, it is to be ex 
pected that the organism will place twice the 
quantity of iodine at the disposal of the remaining 
portion of the organ. Accordingly, we would expect 
to find about twice the quantity of iodine in the 
remaining lobe of the thyroid. 

It was discovered, however, that while the iodine 
content of the remaining lobe was increased, in 
some cases considerably, the increase never 
amounted, even approximately, to double the first 
quantity, perhaps because of an increase in the dis 
charge of gland secretion from the remaining thyroid 
tissue. In a dog with a pronounced colloid struma, 
a very marked difference was found in the iodine 
content of the two halves. Here the increased se 
cretion was clearly evident. According to Winkel 
bauer, this is brought about only through the fact 
that the pathologically changed gland does not 
possess the capacity of normal gland tissue to pick 
up rapidly the iodine offered it by the organism and 
thus repair the deficit. It appears that the pathologi- 
cal changes of the colloid struma include not only 
an enlargement and increase in volume of the gland 
and the retention of colloid, but also a disturbance 
of the capacity of the gland to take up iodine. 

LoenuR (Z). 


Burhans, E. C.: Acute Thyroiditis; a Study of 
Sixty-Seven Cases. Surg., Gynec. & Obst., 1928, 
xlvii, 478. 

Acute thyroiditis is more common than is gen- 
erally believed. The author has found more than 
200 cases recorded in the literature. He reports a 
case in which a diagnosis of acute thyroiditis with 
suppuration and diabetes was made and the swelling 
in the neck was opened under local anesthesia and 
drained. Cultures of the pus showed staphylococcus 
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aureus. The patient later developed many meta- 
static infections and died at the end of three months. 
Autopsy showed that the suppuration had occurred 
in an adenoma and by burrowing had lifted the 
capsule from the right and left lobes. The gland was 
filled with adenomata which showed signs of recent 
inflammation. 

Burhans points out that the rich blood supply and 
the production of thyroid hormone tend to prevent 
infection of the thyroid, while the physiological 
changes of puberty, menstruation, and pregnancy, 
acute infections, and the formation of adenomata 
tend to lower the resistance of the gland. 

Thyroiditis may be of the acute or chronic type. 
The acute type may resolve or go on to suppuration 
and gangrene. 

The condition occurs more frequently in females 
than males. It may result from direct trauma or in- 
fection of the gland by way of a persistent thyro- 
glossal duct, direct invasion from contiguous 
structures, or metastasis by way of the lymphatics or 
blood stream. Metastasis by way of the blood 
stream is the most common mode of infection. 

The chief symptoms are pain over the thyroid, 
swelling of the thyroid or of an adenoma, tenderness 
of the thyroid, chills and fever, coughing, hoarseness 
and aphonia, dyspnoea, dysphagia, and thyro- 
toxicosis. In case of abscess, there will be fluctuation 
in the tumor mass and redness of the overlying skin. 

Thyroiditis must be differentiated from hyper- 
trophy of the adolescent thyroid, hamorrhage into 
the gland, malignancy, glossitis, abscess formation 
at the base of the tongue, bronchial and thyro- 
glossal cysts, perichondritis of the laryngeal car- 
tilages, and cellulitis and phlegmon of the neck. 

‘The prognosis is generally favorable if the condi- 
tion is recognized early and treated properly. 

The treatment should usually be conservative in 
cases of the non-suppurative variety and surgical in 
cases with suppuration. Paut W. Greetey, M.D. 


Hanzlik, P. J., Talbot, E. P., and Gibson, E. E.: 
Continued Administration of Iodide and Other 
Salts: Comparative Effects on the Weight and 
Growth of the Body. Arch. Int. Med., 1928, xlii, 
579- 

The authors studied the effects of the adminis- 
tration of iodides and other salts on the weight and 
growth of rats during from one-seventh to seven- 
twelfths of the life span of these animals. They draw 
the following conclusions: 

1. The continued administration of iodide in 
small daily doses in food over long periods (covering 
from about one-seventh to seven-twelfths of the 
span of life) to rats caused moderate, though vari- 
able, increases in weight and growth of the body in 
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the majority of the animals on a complete dietary. 
The same tendency was indicated in rats on a 
deficiency diet. 

2. The dosage of iodide employed corresponded to 
that which may be employed under clinical condi- 
tions, but was probably greater than that used as 
iodized table salt. 

3. In contrast to the results obtained with iodide 
were those obtained with sulphocyanate, bromide, 
arsenic, thallium, and manganese used as controls 
under the same conditions. These salts reduced the 
body weight and growth, and arsenic and thallium 
caused fatalities. 

4. The results obtained with the iodide corrobo- 
rate and correlate with interesting and important 
results obtained with small doses of iodide reported 
in the literature of veterinary medicine. 

5. Hence, there is no reason to believe from these 
experiments that the prolonged use of iodide in 
small doses under ordinary conditions is detrimental. 
On the contrary, the results along various lines 
indicate that it is beneficial. This would not apply 
to the continued use of iodide in specific conditions 
of the thyroid or to large doses of the drug. 

Jacon M. Mora, M.D. 


Adamson, G. L., and Cameron, A. T.: The Pre- 
Operative Treatment of Graves’ Disease by a 
Combination of Iodized Fatty Acid and Vi- 
tamins A and D. Canadian M. Ass. J., 1928, 
xix, 420. 


Harvey noted that in goats fed with cod liver oil 
which contained a slight amount of iodine, more 
iodine passed into the milk than when a correspond 
ing amount of iodides was fed. This observation 
suggested that some of the constituents of cod liver 
oil have an influence on iodine metabolism. 

Rabinowitsch suggested the use of a preparation 
of iodized jecoleic acid incorporating the vitamin 
concentrate of cod liver oil. ‘This preparation is 
called “vitiodum.” 

In a series of eleven cases of Graves’ disease the 
authors made investigations to determine whether 
the iodine fraction, the vitamin fraction, or the 
combination of the two is necessary for the favor- 
able results obtained by Mason and Rabinowitsch 
using vitiodum instead of Lugol’s solution. In two 
cases they found that neither the vitamin nor the 
iodine fraction alone gave the beneficial results ob 
tained with vitiodum. ‘The effect of vitiodum in re- 
ducing the pulse and the basal metabolic rate is 
similar to that of Lugol’s solution. 

The glands removed after the administration of 
vitiodum were histologically similar to those removed 
after treatment with Lugol’s solution. 

I. S. Mopern, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Bland-Sutton, Sir J.: Hydrocephalus: A Study in 
Phylogeny and Pathology. Luancel, 1928, ccxv, 
087. 

On each side of the cerebellum, immediately ad- 
jacent to the flocculus, is a tuft of choroid plexus 
continuous with the choroid plexus covering the 
roof of the ventricle. ‘These tufts extend into each 
lateral recess where the foramina of Luschka are found. 
The orifice of the lateral recess is in contact with a 
depression on the inner wall of the petrous portion 
of the temporal bone which lodges the bulbous end 
of the endolymphatic duct. The third primary 
vesicle develops into the fourth ventricle, and villi 
sprout from the velum. It is not known just when 
the lateral angles of the fourth ventricle burst into 
the subarachnoid space, but this probably occurs 
when the chorionic villi become active and the 
pressure of fluid makes vents through the least 
resistant parts of the wall. This activity occurs 
about the fourth month of intra-uterine life, and if 
the escape of fluid is hindered, the cavities of the 
brain become dilated, an effect parallel with that 
produced on a kidney by blockage of the ureter. 
The choroid plexus performs a function for the 
brain similar to that which the renal epithelium 
performs for the body in general, and complete ob- 
struction of the intraventricular communications is 
as inimical to life as complete obstruction of both 
ureters, 

The embryology of the brain indicates clearly 
that the primary vesicles form a closed sac, and that 
communication with the subarachnoid space is 
secondary. Failure of such communication brings 
on fetal hydrocephalus similar therefore to fetal 
hydronephrosis. A study of the skull in the car- 
tilaginous state shows on the inner face of the 
periotic cartilage an orifice posterior to the internal 
auditory meatus, the aqueductus vestibuli, which 
contains the endolymphatic duct and ends as a bulb 
under the dura. In contact with this bulb lies the 
lateral recess of the fourth ventricle. Such proximity 
indicates a close relationship between the endolymph 
and the ventricular fluid. In certain cartilaginous 
fishes the endolymph is separated from the water 
only by skin and the auditory capsule lodging the 
bulb of the ductus endolymphaticus is in close re- 
lationship to the orifice of the lateral recess. In a 
study of embryo dogfish, Alexander found that at 
the spot where the lateral recess comes into contact 
with the skull capsule the cartilage, which else- 
where is thick, is reduced to a thin membrane which 
alone separates the endolymphatic cavity and the 
fourth ventricle. 
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When the lateral process becomes occluded in the 
human fetus the cerebellum fails to develop and 
the fourth ventricle becomes a sac bulging through 
the median gap and producing an occipital meningo- 
cele. Many examples of congenital hydrocephalus 
are due to prenatal bilateral occlusion of the lateral 
recesses of the fourth ventricle. 

Otologists may attempt to relieve such conditions 
by puncturing the endolymphatic sac. Surgeons 
may relieve hydrocephalus, not by tapping the 
lateral ventricles through the vault of the skull, but 
by incising the lateral recesses at the base. 

GitBert C. ANDERSON, M.D. 


Globus, J. H.: Communicating Hydrocephalus: 
So-Called Idiopathic Hydrocephalus. Am. J. 
Dis. Child., 1928, xxxvi, 680. 

With recognition of the causes of the various 
forms of hydrocephalus, the term ‘idiopathic hy- 
drocephalus” is being abandoned. One form of 
ventricular hypertrophy with stasis of the cere- 
brospinal fluid is due to an obstruction to the 
normal outflow from the ventricles, such as a tumor, 
ependymitis, or congenital atresia. In this type of 
internal hydrocephalus, termed ‘‘ obstructive hydro- 
cephalus,” there is an excessive accumulation of 
cerebrospinal fluid in every ventricular compart- 
ment anterior to the obstructive lesion. 

The communicating type of hydrocephalus is de- 
fined by Dandy as a form in which all the ventricles 
are in free communication with the subarachnoid 
space around the spinal cord. This form is caused 
by the closure of many or all of the subarachnoid 
channels over the brain surface, a condition which 
may be produced by adhesions resulting from 
meningitis, by developmental anomalies in which the 
subarachnoid channels fail to open at crucial points, 
thus keeping the main cistern walled off from the 
main distributing channels, or by neoplasms ob- 
structing one or more cisterna at the base of the 
brain. 

The author reports five cases diagnosed clinically 
as internal hydrocephalus in which at autopsy he 
injected India ink into the subarachnoid space by 
cisternal puncture. 

In two of the cases there was almost complete 
obliteration of the subarachnoid channels, partic- 
ularly at their origin from the cisterne. Inflamma- 
tory, exudative, or productive changes were absent, 
and the pia arachnoid membrane retained embryonal 
features, indicating that a developmental defect was 
responsible for the failure of the subarachnoid space 
to attain the normal patency of its distributing 
channels. The absence of fever and of a history of 
infection in these two cases and the presence in 
Case 2 of another malformation, spina bifida with 
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SURGERY OF THE 


meningomyelocele, strongly favor this conception. 
Case 3 differed only in that the hydrocephalus was 
less marked and slower in development. The expla- 
nation is that some of the channels opened and 
allowed a partial distribution of fluid. 

In Case 4 there was an acquired form of hydro- 
cephalus due to adhesions formed by a menin- 
gococcus meningitis. Although this case was histo- 
logically different from the first three cases, the 
effect was the same. 

In Case 5 there was a history of trauma without 
evidence of infectious meningitis. The presence of 
degenerating blood elements and the patchy dis- 
tribution indicated a sterile reactive leptomenin- 
gitis, a posttraumatic, posthamorrhagic organizing 
process in the pia arachnoid. As many areas re- 
mained patent, the hydrocephalus was mild. 

These cases are interpreted as supporting Dandy’s 
observations on communicating hydrocephalus. 
Dandy claims that the subarachnoid space with its 
mesothelial lining is an absorbing surface, while 
according to Weed, the fluid filters through the 
pacchionian bodies. Both Dandy and Weed agree 
that a patent subarachnoid space is essential for the 
normal distribution of cerebrospinal fluid and that 
a reduction in the absorption of cerebrospinal fluid 
causes hydrocephalus. 

To distinguish between the obstructive and com- 
municating forms of hydrocephalus, a neutral so- 
lution of phenolsulphonephthalein is injected into 
the ventricles. In the obstructive type, the dye is not 
recovered in fluid obtained by spinal puncture and 
there is almost no excretion of the dye by the kidneys 
in two hours. In the communicating type the dye is 
found in the spinal fluid immediately and from 2 to 
5 per cent is excreted by the kidneys in two hours. 

EK. S. Pratr, M.D. 


Michon, P.: The Spinal ‘‘Dagger Thrust,’’ the 
Initial Symptom of Certain Subarachnoid 
Hzmorrhages. An Essay on Spinal Meningeal 
Hemorrhages (Le coup de poignard rachidien, 
symptome initial de certaines hémorragies sous- 
arachnoidiennes. Essai sur les hémorragies ménin- 
gées spinales). Presse méd., Par., 1928, xxxvi, 964. 

In addition to the traumatic or spontaneous cere- 
bromeningeal hemorrhages which are usually fatal, 
hemorrhages of another type have now become well 
known as the result of studies of the cerebrospinal 
fluid. The latter are spontaneous subarachnoid 
hemorrhages, seldom fatal, which occur most fre- 
quently in young persons. 

The initial symptoms are constant and very 
striking. In apparently good health, the patient is 
taken suddenly with pain between the scapule 
which quickly becomes very severe and to a certain 
extent tends to radiate to the base of the skull. The 
patient may believe he has been stabbed in the 
back. Rigidity of the cervical region quickly follows 
with slight opisthotonus. 

The clinical picture is that of acute meningitis— 
the “‘musket-hammer attitude,” positive Laségue, 
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Brudzinski, and Kernig signs, exaggeration of the 
tendon reflexes with symmetrical symptoms of 
pyramidal irritation, painful rigidity of the legs 
producing sometimes a pseudoparaplegia, and fre- 
quently incontinence of urine and faces. 

The cerebral symptoms are in the background, 
inconstant, and dissociated. ‘The semi-comatose 
state is largely the result of the intense suffering. 
Occasional symptoms are nausea, vomiting, photo- 
phobia, sensitiveness of the eyes to pressure, altera- 
tion of the light reflex, prolonged screaming (hydro- 
cephalus type), i.e., the symptoms of increased 
pressure of the cerebrospinal fluid. Localized 
symptoms are entirely wanting. Toward the 
second day, fever results from the absorption of 
blood. 

Puncture shows the spinal fluid to be bloody and 
under tension, but in no respect different from the 
fluid obtained in other types of meningeal hamor- 
rhage. 

This syndrome is considered an entity because it 
cannot be made to fit into any of the standard 
classifications. There are no signs of cerebral 
hemorrhage or hematomyelia. It has long been 
known that hemorrhage alone can cause spastic 
paraplegia and, when it involves the cauda, can 
disturb the sphincters. ‘The hamorrhage in these 
cases is purely meningeal and spinal. Another 
distinctive feature is the absence of an apparent 
cause. The hemorrhage is not simply a complication 
of a tumor, aneurism, or tuberculous or syphilitic 
infection. 

Only seven cases certainly belonging in this 
category have been reported. In three, there were 
purely spinal symptoms, and at autopsy extensive 
subarachnoid hemorrhages were found. No spinal 
punctures were performed. In the four others the 
symptoms allowed the same diagnosis, and spinal 
puncture relieved them by releasing a bloody fluid. 
In one case the diagnosis was confirmed after death 
from bronchopneumonia. 

On the basis of these few cases the following 
classification is suggested: (1) an extensive form’ 
resembling Landry’s paralysis, (2) a cervical form 
which is apt to cause death by producing pressure 
on the vital centers, (3) a dorsal form, typified by 
the author’s two cases, and (4) a Jumbar form in 
which sciatic pain and disturbance of the sphincters 
predominate. 

The differential diagnosis from acute meningitis 
is aided by the absence of evidence of infection and 
by the character of the spinal fluid. 

The etiology is obscure, but it appears probable 
that a great variety of diseases which predis- 
pose to hemorrhage may provoke meningeal ham- 
orrhage. 

The treatment consists in spinal puncture re- 
peated as necessary to relieve the pressure. The 
prognosis is generally favorable although a subpial 
haemorrhage is capable of producing permanent dis- 
turbance in the spinal centers. 

ALBerT F. DE Groat, M.D. 
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Sargent, Sir P.: On the Removal of Cerebral 
Tumors. Brit. J. Surg., 1928, xvi, 308. 

The author describes briefly his technique for 
intracranial exploration and his method of removing 
the two types of tumor—endothelioma and circum- 
scribed glioma which he believes can be extirpated. 
His methods do not differ from those in general use 
where electrosurgical procedures have not supple- 
mented purely surgical methods. Sargent apparently 
prefers local excisions to radical lobectomies. For 
cases in which the neoplasm involves important cor- 
tical areas, he advises decompression and roentgen 
therapy. Eric OLpperG, M.D. 


Laschi, G.: The Inclination of the Quadrilateral 
Plate in the Normal and Pathological Sella 
Turcica (L’inclinazione della lamina quadrilateral 
nella sella turcica normale e patologica). Radiol. 
med., 1928, xv, 785. 


The author shows the importance of the quadri- 
lateral plate in the morphology of the sella turcica, its 
variations under pathological conditions, and the 
great value of its position in diagnosis. 

He studied the inclination of the quadrilateral 
plate by making calculations on many roentgeno- 
grams of normal and pathological skulls and deter- 
mined the value of the angles between the perpen 
diculars tangent to the clivus, the sphenoidal plane, 
and the plate itself. 

One of these angles is the basilar angle or angle of 
Landzert, which is generally known to roentgen- 
ologists and is used by many of them in judging the 
inclination of the quadrilateral plate. This angle is 
of value, however, only in the very rare cases in which 
the plate and the clivus lie in the same plane (6 per 
cent of the author’s cases). 

The angle which shows the constant and certain 
index of the inclination of the plate is that between 
the plate and the sphenoidal plane. ‘This fact is 
confirmed by a study of the angles in pathological 
cases. 

In cases of tumor within the sella, for example, 
the basilar angle varies only within the limits of the 
normal, while the angle between the quadrilateral 
plate and the sphenoidal plane falls below normal 
minimal values. 

The angle between the plate and the clivus is not 
of any special value as it may vary purely on 
account of different positions of the clivus. 

Landzert’s angle is of value in cases of acromegaly, 
in which it is larger than normal. 

Auprey G. Morcan, M.D. 


Balado, M., and Franke, E.: Anatomicosurgical 
Considerations Based on Six Cases of Abscess 
of the Cerebrum (Consideraciones anatomo- 
quirurgicas sobre seis casos de absceso del cerebro). 
Arch. argent. de neurol., 1928, ii, 171. 

In three of the authors’ six cases of abscess of the 


brain the lesion was of traumatic origin and in two 
of otic origin. In one, it was a metastasis. The 


causes of death in the five fatal cases were meningitis 


in three cases, cachexia in one case, and acute 
hypertension in one case. 

The pathologico-anatomical picture depends some- 
what on the stage of evolution of the condition. 
When the walls of the abscess are well established, 
seven separate layers may be distinguished with the 
microscope. From within outward there is first the 
abscess content consisting mostly of polynuclear 
leucocytes, lymphocytes, and fat cells, all more or 
less fragmented. The second layer is made up mostly 
of loose connective tissue cells of recent formation 
which contain globules of fat. The third layer is 
made up largely of adult connective tissue. New 
capillaries may be seen in this layer. The fourth 
layer is distinguished from the third by the pres- 
ence of infiltrative elements; plasma cells and large 
and small lymphocytes are distributed throughout 
the connective tissue elements. The fifth layer 
is characterized by a greater number and more 
orderly arrangement of infiltrative cells. ‘The sixth 
zone shows destruction of nervous tissue and scant 
tissue reaction. ‘The seventh layer is characterized 
by the destruction of nervous tissue with absence of 
inflammatory elements. 

{vacuation of the abscess is not suflicient to lower 
the intracranial tension. ‘The hypertension is due 
not only to the size of the abscess but also to the 
cedema of the surrounding layers. The treatment 
should include ample resection of the abscess walls 
to healthy nervous tissue. Simple drainage without 
treatment of the cerebral pyogenic membranes 
leaves the most active part of the process untouched. 

WitirAM R. MEEKER, M.D. 


Sprowl, F. G.: Rhinogenic Frontal Lobe Abscess: 
Report of Two Cases. Ann. Olol., Rhinol. & Lar- 
yugol., 1928, XXxvii, 922. 

Frontal lobe abscess complicating suppuration of 
the nasal accessory sinuses is infrequent, as is evi- 
dent from the fact that fewer than 150 cases have 
been reported. Nevertheless it is the most com- 
mon intracranial complication of such suppuration. 

The author’s first case was that of a man of forty 
years. Several months after a purulent nasal dis- 
charge, the patient developed headaches, vomiting 
without nausea, and vertigo with impairment of 
vision. Examination showed bilateral choked disk 
with haemorrhages. Operation disclosed pus in the 
frontal sinus, perforation of the posterior plate, and 
a sinus tract leading into a large abscess cavity. 
Drainage by tube was followed by recovery. 

The second case was that of a child of fourteen 
years who was operated upon for orbital celiulitis 
and later developed headache, malaise, anorexia, and 
vomiting. Upon examination, a beginning elevation 
of the disks with engorgement of veins was found. 
Re-operation and exploration with a brain needle 
failed to disclose pus. At a subsequent exploration, 
however, an abscess cavity was found. This was 
unroofed according to the technique of King. Three 
months later, the operation was repeated and was 
followed by recovery. 











pe 
of 
las 
pi 
in 
sc 
sig 
tir 
dis 
rec 


tia 








th 
nt 


of 


er 
ue 
he 
nt 
IIs 
ut 
eS 


dd. 


3S: 
‘T- 


of 
vi- 
ive 
m- 
on. 
rly 
lis- 
ing 

of 
isk 
the 
ind 
ty. 


een 
itis 
and 
jon 
ind. 
dle 
ion, 
was 
iree 
was 





SURGERY OF THE 


Ilajek’s collected statistics show 107 cases of 
cerebral abscess following frontal sinus suppuration. 
Extension of the infection occurs most directly as 
the result of necrosis and perforation of the posterior 
plate, and next most directly as the result of throm- 
bophlebitis of veins anastomosing with dural veins. 
Osteomyelitis may also be a factor. 

Gerber states that the absence of symptoms is the 
most characteristic feature of this condition. Head- 
ache is the most common symptom, but is rarely of 
localizing value. Vomiting may occur early and 
should arouse suspicion especially if it is unrelated 
to the taking of food. Choked disk is a positive 
sign, but may not be present. Eagleton found 
nerve-head changes only 3 times in over 100 cases 
of frontal lobe abscess.. An early diagnosis must be 
based upon the etiology and signs of increased intra- 
cranial pressure. In some cases, pneumoventricu- 
lography has been of value. 

The results following surgery show a high mor- 
tality. Of 108 cases reported by 2 observers, 55 
were operated upon but recovery resulted in only 
20. The author believes that the mortality may be 
reduced by following the technique of King, Elsberg, 
or Cahill. Gitpert C. ANpERSON, M.D. 


Frazier, C. H.: Operation for the Radical Cure of 
Trigeminal Neuralgia. Ann. Surg., 1928, |xxxviii, 
534- 

lrazier reviews over 1,200 cases of trigeminal 
neuralgia, 511 of which were treated surgically. 

He states that, in his opinion, the fifth nerve is 
chiefly responsible for the sensations of pain, touch, 
and temperature in the face, and for taste on the 
anterior two-thirds of the tongue. 

He describes his operative procedure for trigemi- 
nal neuralgia and gives suggestions for obviating 
some of the common difficulties. The advantages 
of conserving a portion of the sensory root are 
enumerated, and the postoperative management is 
described. Eric OLpBERG, M.D. 


SPINAL CORD AND ITS COVERINGS 


Jaroschy, W.: Late Injuries of the Spinal Cord— 
Compression Myelitis—-with Severe Scolioses 
(Ueber Spaetschaedigungen des Rueckenmarks— 
Kompressionsmyelitis—bei schweren  Skoliosen). 
Beitr. 2. klin. Chir., 1928, cxlii, 597. 

To two cases of congenital scoliosis that he re- 
ported previously, the author adds three new cases 
of his own and two cases observed by Elmslie. The 
last five cases showed a very characteristic disease 
picture. Without any external cause or any increase 
in the curvature, there suddenly appeared in the 
scolioses that had been present since childhood the 
signs of a transverse lesion which led in a short 
time to severe spastic paraplegia of the legs, sensory 
disturbances, and occasionally slight bladder and 
rectal disturbances. 

Neurologically, this disease picture is differen- 
tiated from that of other cord lesions by the fact 
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that the injury affects the entire transverse section 
uniformly without the complete loss of individual 
functions for a long time. In pronounced cases, 
myelography shows a total permanent obstruction 
at the site of the lesion, which usually lies at the 
level of the fourth to the seventh thoracic vertebra. 
In the effort of the dural sac and the spinal cord to 
adapt themselves to the curvature, they are stretched 
over the angulation of the spinal canal and move 
against the concavity of the curvature, being 
thereby pushed into that part of the spinal canal 
which, as the result of the typical dislocation and 
deformity of the vertebral foramen in the dome of 
the curvature, shows a distinct constriction in the 
sagittal diameter although it is not necessarily made 
smaller as a whole. Consequently, the nerve ele- 
ments are affected more by a circulatory disturb- 
ance of the thin-walled veins and lymph vessels than 
by direct pressure. A venous stasis is produced in 
the spinal cord long before the nerve elements are 
injured. 

‘The investigations of Stewart, James, and Riddoch 
have shown that the meningeal veins and the small 
intramedullary veins at the level of the compression 
and farther away are often greatly dilated and their 
walls thickened, and that there is an oedema in the 
vicinity of the blood vessels below the site of com- 
pression and obliteration of the lymph space. Only 
after this process has been present for a long time 
do the nerve elements undergo degeneration. ‘There 
then results obliteration of the arteries with local 
necrosis of the nerve elements. Many factors suggest 
that increased growth or disparity between the 
growth of the vertebral column and the growth of 
the spinal cord is responsible for the injury. In the 
five cases reviewed by the author this was indicated 
by the fact that the transverse lesion did not appear 
until the second half of the second decade of life 
although the scoliosis had been present since 
childhood. 

The treatment of choice in these cases is laminec 
tomy adequate enough to reveal the mechanical 
factors involving the cord. In the cases reviewed by 
Jaroschy, there was no circumscribed pressure effect 
upon the spinal cord, and when the dura was opened 
the cord prolapsed. However, the dura should be 
sutured only when suture is possible without tension. 
Of the cases described, four were operated upon, 
with a complete cure in three and considerable 
improvement in one. In the case treated conserva 
tively, only slight improvement resulted. 

STEGEMANN (Z). 


Petit-Dutaillis, D.: A Contribution on the Surgery 
of Spinal Cord Tumors; Technique and Results 
in Twenty Personal Cases (Contribution a la 
chirurgie des tumeurs intra-rachidiennes; technique 
et résultats d’aprés 20 cas personnels). J. de chir., 
1928, XXxxii, 129. 

The treatment for spinal cord tumors is surgical 


treatment. The majority of spinal cord tumors are 
benign, enucleable and radio-resistant. 
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The aid of the neurologist is necessary to estab- 
lish the diagnosis and to determine the level of the 
tumor. When this has been accomplished, more 
exact localization by the injection of lipiodol is of 
great value, usually enabling the surgeon to proceed 
directly to the site of the lesion. In the rare cases 
in which the lipiodol and the neurological signs dis- 
agree, the surgeon should rely upon the latter. 

The contra-indications to operative treatment are 
few. According to Elsberg, operation is futile when 
the condition has been present for longer than three 
years. In the author’s opinion, it is contra-indicated 
only if the paraplegia has been present t hat long. 
The character of the paraplegia must also be con- 
sidered. When the lesion does not involve the 
cauda, a flaccid paralysis indicates irreparable 
destruction of the cord. An eschar is of no impor- 
tance if it does not involve the site of the pro- 
posed operation. 

Before operation, any urinary infection or chronic 
nephritis should be dealt with as well as possible. 

In the author’s cases, the operation is performed 
under ether anaesthesia induced by inhalation or 
rectal injection. Rectal injection is used only when 
the operation is to be performed in the cervical or 
upper dorsal regions. Ether is well supported even 
when the operation is prolonged to three and a half 
hours. Local anwsthesia is unsuitable because the 
duration of the operation can never be foretold. 

The patient is placed in the position of ventral 
decubitus. Lowering the head increases rather than 
decreases the loss of cerebrospinal fluid. By means 
of a sand bag the dorsal curve of the vertebral 
column is increased or diminished, depending upon 
whether the tumor is dorsal or ventral to the cord. 

In all except two of the cases reviewed, lipiodol 
injection showed the exact location of the tumor. 
The author tattoos a line in the skin exactly over the 
lower limit of the shadow since when this is done the 
field of the operation can be greatly restricted. An 
incision including three spinous processes is usually 
sufliciently long. 

The laminectomy is carried out according to the 
technique of Lecéne. In order to avoid devitalizing 
fragments of muscle which may later give rise to 
hiematomata, the muscles are separated from the 
spinous processes by sharp dissection. 

When the epidural fat is reached the field is 
most carefully inspected. Inconspicuous extradural 
tumors will sometimes be revealed, especially if they 
are lateral and anterior. An intradural tumor 
causing obstruction reveals itself by a fusiform 
swelling with pulsation of the dural sac cephalad to 
the obstruction. 

The incision of the membranes may be limited to 
the dura alone or include the arachnoid. In the 


latter case the dura is punctured and five minutes 
are allowed for the escape of the excess fluid. In this 
way a massive escape, the cause of many deaths, 
is prevented. When the arachnoid is preserved, a 
tumor may sometimes be removed with the loss of 
only a few drops of fluid. 


In the removal of the neoplasm, the vascular 
pedicles are ligated with fine silk and sectioned and 
the tumor is then separated from the cord with a 
blunt spatula. This step is hindered by the continual 
accumulation in the wound of blood and cerebro- 
spinal fluid. ‘The field is best kept dry by aspiration. 

When the tumor is ventral the cord may bulge into 
the wound. It must not be mistaken for the tumor. 
The tumor is rarely median; hence in such cases the 
cord is usually rotated. ‘The dorsal roots on the side 
of the tumor are plainly visible while those on the 
opposite side are hidden. ‘The tumor may often be 
seen between the roots. Its removal involves section 
of the dentate ligament and usually of one or two 
dorsal roots. When the tumor is extradural the mode 
of approach is the same, but the neoplasm is exposed 
by incising the dura. 

During the operation the blood pressure is de- 
termined by a Pachon apparatus. If the pressure 
falls below 100 mm., the operation is stopped and 
adrenalin is injected until it rises. 

When the tumor is firmly fixed to the dura and its 
removal must include the dura, the defect may be 
satisfactorily repaired with a graft taken from the 
lumbodorsal aponeurosis. ‘Tumors of the cauda, 
which are often large, may be intimately attached 
to several roots, their removal being therefore ex- 
cessively difficult and dangerous. Elsberg advises a 
two-stage operation; first, mobilization of the tumor 
outside the dura, and second, removal of the tumor 
which, a few days later, will have freed itself from 
the adhesions with the roots. In a case of large, 
soft, vascular fibroglioma which could not be re- 
moved, the author obtained a five-year cure by ra- 
diotherapy. 

Intramedullary tumors are usually diffuse glio- 
mata which extend longitudinally a considerable dis- 
tance. For these, radiotherapy is the only means of 
treatment, but is a feeble one. In cases of localized 
tumor the two-stage operation is best. At the first 
operation the cord is incised medially over the 
tumor. At the second operation the tumor is found 
to have enucleated itself. 

If hematomata are not formed the postoperative 
course is usually smooth. Occasionally there is a 
high oscillating fever, but this is evidently of nervous 
origin. To prevent eschars, the patient should be 
placed on an air mattress and his position changed 
every two hours day and night. The immediate 
operative course is most favorably influenced by 
injections of saline solution and adrenalin. ‘The 
author gives from 14 to 4 mgm. of adrenalin every 
two hours for the first twenty-four hours and every 
four hours for the second twenty-four hours. 

In the author’s cases a cure was obtained in 60 
per cent. The total mortality was 40 per cent. 
Two of the deaths were immediate and six were late. 

In the four cases of extradural tumor there was 
no operative mortality. Two of the patients died 
later as the growths were malignant, but the disease 
was arrested for one and three years respectively by 
radiotherapy. 
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Twelve intradural extramedullary tumors were 
operated upon with one immediate death. Two 
patients died three and four months after the 
operation, respectively. The operative death was 
caused by a difficult to explain intracranial tension 
which forced the tonsillar lobes of the cerebellum into 
the foramen magnum. Of the late deaths, one was 
due to a permanent paraplegia and the other to a 
urinary infection and a decubitus ulcer. There were 
four complete, and five almost complete, cures. The 
time required for recovery of function was in direct 
relation to the promptness of the operation and 
varied from fifteen days to three years. 

In four cases of intramedullary tumors there was 
one operative fatality. The patient died after the 
first stage of a two-stage operation. This was the 
only case in which removal of the tumor seemed 
possible. Two patients eventually succumbed from 
extension of the lesion. One has survived for two 
years under radiotherapy and is believed to be cured. 

Arsert F. De Groat, M.D. 


Rieder: Anterior Root Sensibility (Zur Frage der 
Vorderwurzelsensibilitaet). Zentralbl. f. Chir., 1928, 
lv, 814. 

The question as to whether the anterior roots 
contain sensory fibers was investigated in experi 
ments on sixty-eight dogs. The posterior roots were 
divided and the animals then kept under observation 
for nine months. In forty-five of the dogs, a super 
ficial and deep sensibility were demonstrated. In 
the remaining twenty-three, errors in the operation 
were discovered at autopsy. 

After division of all the posterior roots from the 
tenth dorsal downward there was complete absence 
of sensibility in the lower extremities. 

The abdominal sympathetic of the dog and the 
cervical sympathetic of man show no pain conduction 
on electrical stimulation in the absence of con- 
necting loops. After division of the lower posterior 
cervical and all posterior dorsal, lumbar and sacral 
roots, the animal shows no pain reaction to irritation 
of the splanchnic. In addition to careful observation 
of the animals for objective signs denoting pain, the 
pain reaction was determined by kymographic reg- 
istration of the blood pressure. 

In the discussion of this report, LEHMANN pointed 
out that dissimilar animals were used for the experi- 
ments and that in the investigation of various 
factors, such as the sensibility of the extremities, 
the technique of the operation differed. He cited the 
fact that Foerster demonstrated a dull pain sensa- 
tion after extensive resection of the posterior roots, 
and that resection of the corresponding anterior 
roots resulted in the loss of all pain sensation. The 
existence of a sensory conduction in the anterior 
roots is further proved by the observation that even 
after division of the posterior roots the central stump 
of a divided anterior root is sensitive to pain. 

In his concluding remarks, R1EpER referred to the 
ease with which errors may occur in division of the 
posterior roots and emphasized that proof of a 
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sensory conduction in the anterior roots can be 
established only by careful clinical observation con- 
firmed by autopsy. Fiscuer (Z). 


PERIPHERAL NERVES 


Forbes, A.: A Note Concerning the Effect on Their 
Function of Stretching Nerve Trunks. \Vew 
England J. Med., 1928, cxcix, 555. 

Nerve trunks of frogs usually continue to exhibit 
their function after being subjected to considerable 
surgical trauma in dissection and removal, but in 
the case of the sciatic nerve of the cat the author 
noted that action current failed to appear after 
ordinarily careful dissection with protection from 
drying and other injury. 

To determine whether the failure of function was 
caused by tension during dissection, sciatic nerves 
were removed very carefully from decerebrated cats 
with the use of very sharp instruments and arranged 
so that tension could be applied to them and meas 
ured. A tension of 25 gm. caused impairment of 
function, and a tension of 100 gm. applied for one 
second practically abolished action current. 

In similar experiments on frogs, it was found that 
a tension of 200 gm. applied to the sciatic nerve 
produced no appreciable decrease in action current. 
The frog is therefore able to withstand about ten 
times as much trauma as the cat. 

If the difference in size between the sciatic nerve 
of man and the cat is taken into consideration, it 
can be readily understood how the use of a tension 
of from 30 to 40 kgm. in the treatment of sciatica 
produces a blocking of the sensory impulses. 

In anastomosing peripheral nerves, the surgeon is 
often compelled to apply tension and apparently it 
does not materially retard regeneration, but the 
results of the author’s experiments indicate that, 
because of the susceptibility of mammalian nerves 
to tension, even moderate stretching should be 
avoided if possible. = Giiserr C. ANperson, M.D. 


Schnek, F.: A Complete Subcutaneous Tear of the 
Cervical Plexus (Subcutane vollstaendige Zer- 
reissung des Plexus cervicalis). Monatsschr. f. 
Unfallhcilk. u. Versicherungsmed., 1928, Xxxv, 22. 

The patient whose case is reported was a man who 
had been hit and knocked to the ground by a heavy 
transmission belt which struck him on the right 
shoulder and right side of the head. The injury was 
followed by repeated attacks of vomiting. Ixam 
ination revealed a contusion wound in the right 
temporal region, haemorrhage from the right inner 
ear, a subconjunctival hematoma of the right eve, 
and paralysis of the right facialis. The tonus of the 
muscles of the extremities was normal except in the 
right arm, which, when lifted, fell back limp. ‘There 
were no extravasations of blood or skin abrasions in 
the region of the right shoulder joint. 

On the following day, the right arm was greatly 
swollen as far as the shoulder and slightly cyanotic, 
and exhibited complete flaccid paralysis. The 
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temperature of the skin of the arm was increased 
and the radial pulse was absent. Later, the pulse 
could not be felt over the radial, brachial, or sub- 
clavian artery. 

At operation, the subclavian artery showed no 
pulsation. The roots of the fourth, fifth, and seventh 
nerves were found torn out of the vertebra. A piece 
of the sixth nerve, 2 cm. long, remained. The 
clavicle was temporarily reflected. At the site of 
the plexus there was a hard structure, 8 cm. long 
and 4 cm. wide. ‘The subclavian artery was com 
pletely thrombosed. It was found impossible to 
join the ends of the nerves by suture. 

Later there was a return of skin sensibility from 
the shoulder to the elbow, but the entire arm re- 
mained atrophic and without the capacity for active 
motion. — Flail-joint developed in the shoulder. 
Passively, all of the joints were freely movable. 
The accident overstretched and tore away the nerve 
roots and brought the clavicle forcibly against the 
first rib so that the intima of the subclavian artery, 
caught between the two, was so badly injured that 
thrombosis occurred. HAUMANN (Z). 


SYMPATHETIC NERVES 


Crile, G. W.: Clinical Studies of Adrenalectomy 
and Sympathectomy. Ani. Surg., 1928, Ixxxviii, 
470. 

‘Twenty-nine cases, including thirteen of epilepsy, 
four of neurasthenia, three of endarteritis obliterans, 
five of hypertension, and four of hyperthyroidism 
with hypertension were treated by adrenalectomy 
alone, by adrenalectomy with thyroidectomy and 
sympathectomy, or by sympathectomy alone. 

In endarteritis obliterans and hypertension, the 
results were negligible, and in neurasthenia they 
were inconclusive. In epilepsy, the results of adren- 
alectomy with thyroidectomy and sympathectomy 
were encouraging. ‘The end-results of the treatment 
of hyperthyroidism by adrenalectomy cannot yet 
be reported, but the early results show marked 
improvement. Leo M. Davinorr, M.D. 


Palma, R.: An Anatomicohistological Study of the 
Effects of Removal of the Perineurial Sympa- 
thetic (Studio anatomo-istologico sull’ asportazione 
del simpatico perinervoso). Ann. ital. di chir., 1928, 
Vil, 775- 

The mixed nerves contain sympathetic fibers most 
of which run in the perineurium. They pass out 
from the nerve trunks and enter the adventitia of 
the vessels of the region. Some of them are centri- 
petal and transmit the sensation from the arteries 
to the centers, and some of them are centrifugal. 
Until a few years ago it was believed that all painful 
and angiotrophoneurotic conditions could be cured 
by periarterial sympathectomy, but experience has 
shown that this operation is not effective in every 
case. Some of these syndromes are due, not to an 
affection of the perivascular sympathetic, but to an 
affection of the perineurial sympathetic. In such 
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cases, operation on the perineurial sympathetic has 
been carried out successfully, but so far as the author 
is aware, no histologica] study has been made of the 
effects of removal of the perineurial sheath. 

Palma performed perineurial sympathectomy on 
the sciatic nerve of dogs and studied its effects on the 
blood supply of the nerves and on the nerves them 
selves. The animals limped for a few days after the 
operation, but thereafter walked normally. The 
nerve trunks were increased in size by cicatricial 
tissue which replaced the extirpated sheath and 
formed adhesions with the nerve and with the sur- 
rounding tissues. A dense, newly formed connective 
tissue was substituted for the nerve sheath. ‘The 
circulation of the nerve suffered severely from the 
operation; the vessels were dilated but empty, and 
the superficial anastomoses that developed were not 
suflicient to supply the nerve adequately. Changes 
occurred in the nerve fibers, beginning within a few 
days after the operation, and later profound changes 
occurred in the nerve cells, particularly in the peri 
pheral part of the nerve. Within from thirty to 
forty days after the operation, specimens impreg 
nated with silver showed new fibrils developing 
between the cut ends of the sheath. Within forty 
five days after the operation, the regeneration of the 
nerve fibers was very advanced. There was _ less 
regeneration in the distal than in the proximal part 
of the zone in which the sympathectomy had been 
performed. Auprey G. MorcGan, M.D. 


MISCELLANEOUS 


Van Bogaert, L., and Verbrugge, J.: The Patho- 
genesis and the Surgical Treatment of Gastric 
Crisis of ‘Tabes: Neuroramisectomy. Svrz., 
Gynec. & Obst., 1928, xlvii, 543. 

According to the authors’ theory of the mechanism 
of visceral pain, a peripheral stimulus reaches the 
cord and puts it into a state of activity which pro- 
vokes exaggerated motor reactions in the organ 
concerned, leading to hyperfunction with rapid ex- 
haustion of the organ. Soon the muscles of the organ 
cease to be excitable, the viscus becomes distended, 
and the distention contributes an obstacle to the 
passage of the impulses. The blockage of the im- 
pulses overloads the afferent sympathetic system 
and results in stimulation of the corresponding spinal 
segment which is manifested by contracture and 
pain in the respective metameres. Pain originating 
in the parietal peritoneum is transmitted by the 
intercostal and phrenic nerves, whereas that originat- 
ing in the visceral peritoneum is transmitted by the 
splanchnics. Operations for the relief of such pain 
have been performed from the peripheral neuron up 
to the central nervous system. 

In tabes, the thoracovisceral pain is of three types: 
(1) pain with metameric topography, as represented 
by the well-known girdle pains; (2) sympathetic 
pain in ‘‘sheets”—pain in areas of variable extent 
without radicular or neuritic distribution— which is 
continuous and superficial, undergoes exacerbations 











1 is 
ons 





SURGERY OF THE 


causing sensations of contusion, constriction, or 
crushing, and resists most analgesic measures; (3) 
deep gastric pain with sensory-motor reactions such 
as nausea, vomiting, and gastric hyperkinesia. 
Nausea and vomiting are predominant symptoms 
and may occur separately or together or with in- 
tense head pains. 

The gastric crisis of tabes is an irritative syndrome 
of the afferent gastric pathways. ‘Therefore the two 
great vegetative arcs, the sympathetic and the 
vagus, must be considered in dealing with the dis- 
order. There are two main types of crises, the 
sympathetic and the vagal. The former occur with 
arthropathies, visceral anasthesia, permanent tachy- 
cardia, and abolition of the oculocardiac reflex; the 
latter, with laryngospasm, abdominal pain, and 
paroxysms of sialorrhoea and gastrorrhoeca. 

The vegetative equilibrium of an individual at a 
given time is an expression of the integrative action 
of the sympathetic and the parasympathetic nervous 
systems. The pathological vegetative phenomena 
result from a series of disturbing factors including: 
(1) modification of the normal amphotrophism of the 
subject, (2) a local lesion of the organs, (3) a lesion 
of the extravisceral or other efferent nervous paths 
capable of influencing the vegetative functions, and 
(4) the functional state of the afferent routes. It is 
important to determine whether there is a particular 
mechanism and therefore a particular form of treat- 
ment for each variety. In four cases (three ampho 
tonic and one vagotonic) which were carefully stud- 
ied for more than three years, detailed observations 
failed to indicate whether intervention should be in 
the sympathetic or the vagal system. Pharmacody- 
namic tests were no more final. Foerster has in- 
sisted upon such a differentiation and would use the 
radiculospinal type of operation for the splanchnic 
crises and section of the sensory root of the vagus for 
the vagal crises. He has suggested also the import- 
ance of the phrenic nerve in certain gastric syn- 
dromes of tabes which are characterized by pain in 
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the shoulder, hyperalgia of the neck, and hiccough 
without nausea or vomiting. 

The authors are opposed to a too strict separation 
of types, sympathetic, vagal, and phrenic, as in most 
cases there are symptoms of all three types, vegeta- 
tive studies cause confusion, and pharmacodynamic 
tests do not solve the problem. The gastric crises of 
tabes are essentially a syndrome of irritation of the 
afferent pathways of the stomach at the level of the 
spinal roots or the root of the vagus, and it is certain 
that the majority of the connectors of the gastric 
sensibility pass through the solar plexus, the splanch- 
nicus major, the ganglionic and vertebral chain, 
and the white rami, and reach the cord through the 
dorsal roots from the sixth to the tenth or even the 
twelfth. Posterior radicotomy has not been uni 
formly successful, and for some years Foerster has 
resected the anterior roots as well. The réle of the 
anterior roots in the conduction of sensibility has 
been sustained by other authorities. Lehman be- 
lieves that the anterior root alone conducts deep and 
visceral sensibility, but recent research leads him to 
conclude that the law of Bell holds true in man and 
all experimental work tends to prove that the sensi- 
bility goes exclusively through the posterior roots. 
After examining patients subjected to section of 
both posterior and anterior roots as well as the spino- 
thalamic tracts, Foerster concluded that there must 
be extraradicular routes by which pain can reach 
the central nervous system, and that one of these 
may be the sympathetic and the rami communi 
cantes. 

The authors have tried to abolish pain by section 
ing both anterior and posterior roots extraverte- 
brally by section of the intercostal nerves and com 
bining this with resection of the corresponding rami 
communicantes. The technique of the operation is 
described and case histories are cited which seem 
to prove their conclusions to be correct, at least 
so far as these particular cases were concerned. 

Giipert C. ANpERSON, M.D. 
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CHEST WALL AND BREAST 


Lockwood, C. D.: Malignant Tumors of the Wall 
of the Chest. Arch. Surg., 1928, xvii, 459. 


Lockwood reports a case of chondrosarcoma and 
a case of sarcoma of the chest wall, the former 
treated by operation and radium irradiation and the 
latter by operation with both X-ray and radium 
irradiation. 

He states that the majority of tumors of the 
chest wall are malignant. The most common types 
are the sarcoma and the chondrosarcoma. ‘These 
tumors usually recur after removal. The best treat- 
ment is thorough removal followed by radium or 
X-ray irradiation. Raven B. Berrman, M.D. 


Cheatle, G. L.: ‘‘Chronic Mastitis,’’ ‘‘Cysto-Ade- 
noma,’’ and Adenoma of the Breast. Arch. 
Surg., 1928, Xvii, 535. 


Cheatle states that the morphological appear- 
ances of chronic mastitis are identical with those of 
the physiologically active state of the breast at 
birth, at puberty, and in certain phases of lactation. 
This active state becomes pathological when it is 
present between the thirtieth and forty-fifth years of 
age and develops an excess of desquamative epi- 
thelial hyperplasia which induces pain by distention. 
It possesses the same liability as the breast at pu- 
berty to form fibro-adenomata which may or may 
not develop acini within their formations of tumor. 
The author has substituted for the term “chronic 
mastitis ’ the term “‘desquamative epithelial hyper- 
plasia Type A.” 

He believes that the term ‘‘cysto-adenoma” is a 
misnomer; that the growths to which it is applied 
do not become cystic, and that they cause only a 
dilatation of pre-existing ducts and acini. He be- 
lieves that there are usually a series of separate 
tumors—papillomata and sessile epithelial growths 
in pre-existing acini and ducts. The condition is 
usually more diffuse than it is generally supposed to 
be. It is also as dangerous as the multiple adeno- 
matous papillomata of the colon. 

Pure adenoma of the breast is rare and is a benign 
tumor. It differs from cysto-adenoma in presenting 
a massive new formation of pathological adenomat- 
ous elements. Harry W. Fink, M.D. 


‘ 


Hayward: The Bleeding Breast, Especially in the 
Male (Ueber blutende Mamma, insbesondere beim 
Mann). Zentralbl. f. Chir., 1928, lv, 1053. 


The question of the danger of the bleeding breast 
is still unsettled. Whereas Haas, Gebele, and others 
consider this condition harmless, Klose believes it 
to be very serious as he sees in it a precancerous 
stage demanding amputation of the breast with ex- 





tirpation of the axillary lymph nodes. Because of 
this difference of opinion, surgery must assume a 
standpoint which will give the practitioner, who sees 
these cases first, something to guide him in his 
treatment. 

The author reports a case of bloody secretion from 
the nipple in a man, a very rare occurrence since up 
to the present time only 4 cases have been reported 
whereas about 100 cases of bloody secretion from the 
female breast are on record. The patient, aged 
fifty-eight years, came to the hospital for treatment 
for hypertrophy of the prostate. The secretion of 
blood from the nipple was only a coincidental 
finding. The left nipple appeared somewhat pushed 
to the side by a mass the size of a plum, which was 
somewhat tender. A chocolate-colored fluid escaped 
from this mass on pressure and also spontaneously. 
An oval incision was made and the breast glands 
were removed with the tumor. Microscopic ex- 
amination showed the neoplasm to be a papillary 
adenoma. 

After reviewing the literature, the author comes 
to the conclusion that the disease described as 
“bleeding breast” does not represent a disease 
entity, and that in every case a thorough microscopic 
examination should be made if possible before 
operation. 

In the discussion of this paper, WENDEL reported 
4 cases of bleeding breast in females. He did not 
extirpate the breast in any case, and in no instance 
did he observe the development of a carcinoma. 
The condition was interstitial mastitis, in which 
the bleeding is occasionally periodical and apparently 
dependent upon menstruation. In 2 cases there were 
also small papillary tumors in the excretory ducts. 
Wendel did only a partial extirpation up to half of 
the breast gland. He emphasized that his findings 
vary considerably from the results reported in the 
English and American literature. 

STIEDA stated that he considers the bleeding breast 
a precarcinomatous disease requiring extirpation of 
the entire breast. In young women, the portions of 
the gland remaining after partial extirpation of the 
breast cause trouble, which is another reason for 
complete extirpation. 

WRrEDE discussed cases of bleeding breast in 
which no tumor is palpable. In such cases there are 
tiny papillomata in the excretory ducts. In a case 
of this type which Wrede has had under observation 
for six and one-half years there has been no change 
and no tumor has formed. Wrede therefore believes 
that the unconditional demand for immediate 
sacrifice of the breast is too radical. He recommends 
extirpation of the glandular tissue, but if malig- 
nancy is not demonstrable he prefers to preserve the 
skin and to transplant fat under it so that the 
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cosmetic effect will be preserved. He presented a 
patient who was operated upon in this way one and 
one-half years ago. ROSENBURG (Z). 


Buchholz: The Treatment of Carcinoma of the 
Breast (Die Behandlung des Mammacarcinoms). 
Zentralbl. f. Chir., 1928, lv, 1040. 

The author reports upon his experiences with 384 
cases of carcinoma of the breast which were treated 
in the period between January 1, 1906, and March 
31, 1924, in the Alstadt Hospital in Magdeburg. 
Twenty-six were in the first stage, 82 in the second 
stage, 206 in the third stage, and 80 in the fourth 
stage (Tuebingen classification). Twenty-six pa- 
tients, of whom 23 were in the fourth stage and 3 in 
the third stage, were not operated upon and died 
within three years. Within the period of observation 
under consideration there were 218 deaths—-13 from 
the direct and indirect effects of the operation, 21 
from intercurrent diseases, 6 from unknown causes, 
and 178 from recurrences or metastases of the 
carcinoma (among the poor results are included the 
cases of 63 patients who could not be traced). 

Three types of roentgen irradiation were carried 
out: 

Period 1. January 1, 1906, to July 1, rort, 
multiple field irradiation with a 3-mm. aluminum 
filter and frequent small doses repeated at short 
intervals. 

Period 2. July 1, 1911, to October 1, 1910, irradia- 
tion with the use of a 5-mm. aluminum filter and an 
increase in the intervals and dosage. 

Period 3. October 1, 1919, to March 31, 1924, 
irradiation through 3 large fields (Wintz) with 
repetition of the irradiation after from three to six 
months. 

Radium was always used in addition to roentgen 
irradiation. 

In 121 cases only surgical treatment was given, 
but in 237 cases operation was followed by irradia- 
tion. Of the patients in these 2 groups (those with 
operation only and those with secondary irradia- 
tion), 29 (24 per cent) of the first group and 138 
(54 per cent) of the second group were alive after 
three years; 27 (22.3 per cent) of the first group and 
103 (45.2 per cent) of the second group were alive 
after five years; 21 (17.4 per cent) of the first group 
and 71 (37.6 per cent) of the second group were 
alive after seven years; and 13 (11.8 per cent) of the 
first group and 34 (24 per cent) of the second group 
were alive after ten years. 

Of the patients subjected to combined treatment, 
in the first period, 43.8 per cent showed no re- 
currences after three years and 31.3 per cent showed 
no recurrences after five years. Of those so treated 
in the second period, 59.3 per cent showed no re- 
currences after three years and 48 per cent showed 
no recurrences after five years. Of those so treated 
in the third period, 53.7 per cent showed no re- 
currences after three years and 41.1 per cent showed 
no recurrences after five years. Accordingly the 
results in the third period were distinctly poorer 


than those in the second period. The author there- 
fore concludes that prophylactic roentgen treatment 
after operation gives good results when the method 
used in the second period is employed. He is as yet 
unable to report upon the results of the more recent 
irradiation procedures advocated by Meyer and by 
Holfelder. 

In the discussion, WENDEL stated that he reported 
good results from secondary irradiation therapy in 
1906. 

Lorscu discussed the relationship of the histo- 
logical structure of the carcinoma to the danger of 
metastasis and summarized his conclusions in the 
following sentence: ‘‘We cannot say at the present 
time that the surgeon is duty bound to recommend 
roentgen irradiation after every extirpation of the 
breast for carcinoma.’ 

PLUECKER said that since it has been shown in this 
report that the results with roentgen irradiation are 
better than those without irradiation, patients who 
have been operated upon in smaller hospitals which 
are not equipped with modern apparatus should be 
referred to a specialist in roentgenology for after- 
treatment. 

Kemper reported that he has seen very many 
severe roentgen burns in the smaller hospitals in and 
near Braunschweig and that postoperative roent- 
gen treatment should be given only by thoroughly 
experienced roentgenologists. 

Lorscnu stated that he had ordered a roentgen 
apparatus for diagnosis, but he has refused to allow 
the installation of an apparatus for therapy unless a 
fully experienced roentgenologist is employed—a 
demand which a small hospital cannot meet. 

WEWEL repudiated the claim of Weinert, made 
at the Surgical Congress of 1926, that metastases 
are already present, .even in early cases, since it has 
been proved that Weinert’s cases were not in the 
early stages. ROSENBURG (Z). 


TRACHEA, LUNGS, AND PLEURA 


Hill, L.: The Ciliary Movement of the Trachea | 
Studied in Vitro. Lancet, 1928, cexv, 802. 


Hill studied the ciliary movement of the trachea 
in the horse, sheep, rabbit, hen, and frog under 
various conditions. ‘The rate of transit of a foreign 
body (fine suspension of lampblack) was nearly the 
same in all—about 1 cm. in from twenty to thirty 
seconds. Changing the position of the trachea from 
the horizontal to the vertical decreased the rate 
one-half. The rate was increased also by stretching 
of the tracheal mucous membrane. Trauma caused 
arrest of the suspension at the point of injury. 
When a small area of mucous membrane was sepa 
rated from the submucosa and replaced, the rate of 
movement continued to be the same in this as in 
other parts of the membrane. There was an in 
crease in the rate with an increase in temperature. 
In the case of the horse trachea the optimum tem 
perature was 42 degrees C., and in the case of the 
hen trachea, 44 degrees C. Small doses of ultra- 
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violet rays did not accelerate the ciliary movement, 
whereas larger doses slowed or stopped the cilia. 
‘The rate of ciliary movement was not affected by 
a deficiency of Vitamins A and D in the diet. 
Chloroform was found to be much more poisonous 
to cilia than ether. The effect of numerous other 
drugs and vapors was also determined. 

Hill believes that his method of study lends itself 
readily to tests of the toxicity of solutions and 
vapors used on the respiratory membrane. 

Jacop M. Mora, M.D. 


Baum, H. L.: Acute Laryngotracheobronchitis. 
J. Am. M. Ass., 1928, xci, 1097. 


Observations were made on a series of twenty- 
four cases of acute laryngotracheobronchitis which 
were so severe that it became necessary to introduce 
a tube to prevent asphyxiation. Most of the cases 
were associated with acute respiratory tract infec- 
tion. In two, the condition was a complication of 
measles, and in four was associated with a foreign 
body in the lung. 

Laryngotracheobronchitis occurs almost exclu- 
sively in children. It begins as an acute rhinitis and 
pharyngitis with a dry, croupy cough. Gradually 
and progressively, signs of respiratory embarrass- 
ment develop. There is retraction of the suprasternal 
and supraclavicular spaces. As the condition pro 
gresses, cyanosis associated with paleness becomes 
quite marked. ‘The cyanosis is not so severe as that 
seen in acute laryngeal obstruction, but is charac- 
terized by a definite paleness due to exhaustion. In 
the author’s opinion, the exhaustion and cardiac 
strain are even more important than the respiratory 
obstruction, being more severe. 

In the diagnosis of the condition, roentgenograms 
are important as the blocking of various bronchi can 
be ascertained thereby. The obstruction is usually 
due to a subglottic swelling of the mucous mem- 
brane. As the vocal cords are seldom involved, the 
voice is only slightly impaired, in contrast to ob- 
struction from laryngeal diphtheria. Glottic spasm 
may occur. The not-infrequent subnormal tempera- 
ture is occasionally due to insufficient oxygenation. 
The mucous membrane lining the bronchi is dry, 
there being little secretion. The secretion is so 
tenacious that it is very apt to plug the bronchus. 
In the cases of three patients who had been sub- 
jected to tracheotomy, Baum was able to relieve the 
dryness of the bronchial mucosa by substituting an 
intubation tube for the tracheotomy tube. He be- 
lieves that the drying of the secretion is due to the 
entrance of air into the trachea directly through the 
tracheotomy. ‘Therefore he advocates the use of an 
intubation tube before resort is had to tracheotomy. 
If the laryngeal obstruction persists for longer than 
three weeks, he introduces a tracheal cannula. None 
of Baum’s patients was over nine years of age. As 
therapy, Baum advocates intubation for at least 
three weeks. At the end of that time, tracheotomy 
may be done. In cases of obstruction from plugs, 


bronchoscopy with aspiration is indicated. 


Of the author’s twenty-four patients, ten died. 
The cause of death was bronchopneumonia in four 
cases, lobar pneumonia in three cases, influenzal 
pneumonia in two cases, and plugging of smaller 
bronchi in one case. Axton Ocusner, M.D. 


Wright, A. J. M.: Silent Tracheotomy: Its Sig- 
nificance. Proc. Roy. Soc. Med., Lond., 1923, 
xxi, 1789. 

The author points out an unusual but easily 
recognized accident which may occur during opera- 
tions upon the upper air passages or mouth. It is 
recognized from the silence following tracheotomy 
performed for sudden and absolute cessation of res- 
piration during such operations. As is the case 
following an overdose of anesthetic, there is no 
cough and no spontaneous attempt at respiration. 
No air enters on artificial respiration although there 
is no evidence of glottic obstruction. When the 
trachea is opened, no sound is noted. The cause of 
these phenomena is a plug of tissue or small sponge 
which has slipped down and lodged at the tracheal 
bifurcation. The plug may be readily removed by 
the blind introduction of forceps through the tra- 
cheotomy wound. FRANK B. Berry, M.D. 


Jackson, C.: Bronchoscopy; Past, Present, and 
Future. New England J. Med., 1928, cxcix, 759. 

Bronchoscopy is a development of the last thirty 
years. The first bronchoscopic treatment worthy of 
mention was the use by Coolidge, in 1898, of an 
open urethroscope to remove a portion of a hard 
rubber tracheotomy cannula from the right bronchus 
through an already present tracheotomy fistula. 
About six years later a distally lighted broncho- 
scope was invented. 

Improvement of the technique, the development of 
teamwork, and the elimination of general anasthesia 
has brought bronchoscopy to such a degree of per- 
fection that 98 per cent of aspirated foreign bodies 
may now be removed through the mouth with a 
mortality of less than 2 per cent. 

A few of the most important discoveries made 
possible by the development of this means of ex- 
amining the tracheobronchial tree are mentioned. 
The defensive power of the lung against air-borne 
infection was demonstrated when the deeper bronchi 
were shown to be practically sterile. As the larynx 
was approached, bacteria were found in increasing 
numbers. The two obvious elements in this defensive 
power are the cough reflex and the ciliary action. 
Impairment of either of these is an important factor 
in the etiology of suppurative disease of the lung. 

As an outgrowth of bronchoscopy, the Federal 
Caustic Act was enacted to provide for the labelling 
of all household lye products with the word ‘poi- 
son.” This will help to prevent strictures of the 
oesophagus in children. Another outgrowth of bron- 
choscopy has been the American Bronchoscopic 
Society which has now fifty active members. 

The present activities of the bronchoscopic clinic 
are enumerated as follows: 








tf ok a ae 


Ca 
ve 


ag 
CO 
th 


sce 
tic 
“oe i, 


of 

bre 
is 
tio 
is ¢ 
exc 
du 
be 

ust 
Bei 
essi 
bro 
by 








es 


de 

X- 

dd. 

ne 
hi 
nx 
ng 
ve 
yn. 
tor 


ing 
Oi- 
the 
on- 
pic 


nic 





SURGERY OF THE CHEST 2u1 


1. Endoscopy for research. Endoscopy has 
greatly facilitated the study of pulmonary physi- 
ology and pathology. It affords a mechanical means 
for the placement of materials, inert as well as in- 
fectious, in the lungs and of observing the local as 
well as the general effect produced. 

2. Endoscopy for foreign bodies. This represents 
today only about 2 per cent of the endoscopic ex- 
aminations performed. ‘The other 98 per cent are 
for the diagnosis or treatment of diseases. 

3. Endoscopy for disease. In all diseases of the 
larynx, trachea, bronchi, pulmonary parenchyma, 
mediastinum, hypopharynx, cesophagus, and stom- 
ach, direct vision, biopsy, and direct therapeutic or 
operative measures have been added by endoscopic 
developments to the resources of the physician and 
surgeon. 

Among accomplishments in diagnosis and treat- 
ment is direct laryngoscopy. Formerly it was im- 
possible to look at the larynx of a baby. 

Bronchoscopic aspiration of suppurative foci which 
can be drained through the mouth harmlessly and 
without general anwsthesia is now possible. It is 
the author’s opinion that the fundamental factor in 
all pathological conditions of the lungs is impairment 
of the defensive power of the lung due to impair- 
ment of drainage and aeration. By bronchoscopic 
drainage, the load is taken off the cilia and sponta- 
neous drainage is established. With the restoration 
of aeration and spontaneous drainage, the defensive 
power of the lungs is re-established. 

In the treatment of pulmonary suppuration fol- 
lowing tonsillectomy, bronchoscopic aspiration is the 
method of choice in the incipient stage. 

Since bronchoscopic studies have revealed the 
cause of a fatal form of septic bronchitis due to 
vegetable substances, especially the peanut kernel, 
it is now possible to prevent this condition. 

In spirochztosis and Vincent’s infection, the di- 
agnosis of bronchial involvement is made from un 
contaminated specimens removed from the bronchi 
through the bronchoscope. 

In many cases of supposed asthma, the broncho- 
scope has revealed some form of mechanical obstruc- 
tion of the bronchi. Hence the author’s aphorism, 
“All is not asthma that wheezes.” 

The mechanism of postoperative massive collapse 
of the lung was discovered by Lee and substantiated 
bronchoscopically by his co-workers. This condition 
is due to obstruction of a bronchus by viscid secre- 
tions. Kolmer found that the coagulation of the pus 
is due to an excess of fibrin. It is assumed that an 
excess of fibrinogen from passive congestion pro 
duces excessive viscosity. The viscid secretion can 
be aspirated with the bronchoscope. The result is 
usually prompt expansion of the lung. Coryllos and 
Bernbaum have demonstrated that pneumonia is 
essentially an atelectasis due to obstruction of the 
bronchus by a thick exudate and hence relievable 
by bronchoscopic aspiration. 

4. Education of the undergraduate. The student 
is instructed regarding the symptoms, diagnosis, 


prognosis, and prophylaxis of foreign bodies in the 
air and the food passages, but receives no training 
in the technique of bronchoscopy. 

5. Education of the graduate. The technical 
difficulties of endoscopy and the methods of doing it 
along the systematic lines that have proved satis 
factory are being offered in the larger postgraduate 
schools. 

6. Education of the public. Civic organizations 
are being used to educate the public in prophylaxis. 
Such instruction will prevent about 85 per cent of 
the cases of foreign body in the air and food pas 
sages and 90 per cent of the cases of lye stricture. 

The author believes that in the future massive 
atelectasis and suppurative disease will be treated 
by bronchoscopic aspiration as a first resort rather 
than by opiates and antibechics which only hinder 
spontaneous drainage by paralyzing the cough re 
flex, and that the surgeon, the internist, and the 
roentgenologist will ask the bronchoscopist to add 
important diagnostic information to their findings. 

J. Epwin Kirkpatrick, M.D. 


Edwards, A. T.: The Surgeon’s Point of View of 
the After-Effects of Surgical Procedures in Pul- 
monary Tuberculosis. /yit. A/.J., 1928, ii, 602. 

Chandler, F. G.: The Physician’s Point of View of 
the After-Effects of Surgical Procedures in 
Pulmonary Tuberculosis. rit. M7. J., 1928, ii, 
605. 

Epwarps states that cases of pulmonary tuber 
culosis in which the condition has become active 
again after the induction of artificial pneumothorax 
invariably respond well to thoracoplasty. The de 
velopment of purulent fluid during artificial pneu 
mothorax is a favorable indication for thoracoplasty, 
as is also an infected tuberculous empyema. for 
which drainage has been established. ‘Thoracoplasty 
js indicated generally in cases in which complete 
unilateral artificial pneumothorax is indicated, but 
before it is performed great care must be taken to 
establish the presence or absence of activity in the 
other lung and medical measures should be given’ 
an extended trial. 

A preliminary phrenic evulsion followed by a two- 
stage thoracoplasty from the first to the tenth rib 
is advocated by the author. Apicolysis and phrenic 
evulsion are discussed briefly, and the results in 
fifty-nine surgically treated cases of pulmonary tu- 
berculosis are summarized. 

CHANDLER discusses briefly intrapleural pneu 
molysis, phrenic evulsion, apicolysis, thoracoplasty, 
and oleothorax. He emphasizes the importance of 
not allowing the patient who is not doing well to 
pass beyond the stage in which artificial pneumo 
thorax might be beneficial. 

J. Frank Doucury, M.D. 


Joannides, M.: The Etiology of Pulmonary Ab- 
scess. Surg., Gynec. & Obst., 1928, xlvii, 449 


Krom experiments carried out on dogs, the 
author concludes that the following factors are of 
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great importance in the production of suppuration 
in the lung: 

1. The abolition of the pharyngeal and cough 
reflexes in general anesthesia. 

2. The presence of blood, mucus, or gastric con- 
tents in the mouth during anesthesia. 

3. The presence of fusospirochete in the mouth. 

4. The presence of chronic infection in the nose, 
mouth, or paranasal sinuses. 

5. The dimensions and physical state of aspirated 
material. 

6. The action of the cilia which clear the trachea 
and bronchi. 

7. The specific immunity of the lung to certain 
organisms. Pau. W. Greecey, M.D. 


Manges, W. F.: Lung Abscess Following Tonsillec- 
tomy from the Standpoint of the Roentgenolo- 
gist. Allantic M. J., 1928, xxxi, 909. 


The majority of the lung abscesses seen by the 
author occurred in the lower lobe on the right side 
and seemed to be in more or less close relation to the 
root area. 

Manges is of the opinion that abscesses at the lung 
surface and not in relation toa reasonably large bron- 
chus are probably the result of surface lymphatic 
invasion. Those in the interior of the lung and not 
in contact with the chest wall or the root area may be 
due to blood-stream infection. ‘Those at the root area 
or in the lobes near the root are probably direct bron- 
chial infections caused by infectious material drawn 
into the bronchi during operation. 

The size of the area of involvement, however, does 
not indicate the extent of lung-tissue destruction. 
The author has seen marked destruction of lung tis- 
sue in a small area of involvement and has known 
very large areas to clear up without permanent de- 
struction of lung tissue. Asa rule, the larger the area 
of involvement, the greater the extent of destruction. 

In the early stages of the disease, the outlines of 
the bronchial tubes can be seen through the shadow 
of the exudate. There is little or no tendency toward 
sharp limitation of the lesion. As the exudate in- 
creases, the bronchial shadows gradually become 
more obscure. When the lesion is progressing, the 
marginal shadows remain more or less indistinct. 

If bronchoscopy is to be the method of treatment, 
localization in relation to a lobe, portion of a lobe, or 
a bronchus is sufficient. This can usually be estab- 
lished fairly accurately by means of anteroposterior 
and lateral views or by stereoscopic films. 

Raceu B. Betrman, M.D. 


Rienhoff, W. F., Jr., and Davison, W. C.: Empyema 
in Infants under Two Years of Age. Arch. Surg., 
1928, xvii, 676. 

Since the World War, the treatment of empyema 
has gradually become more conservative in that 
closed drainage has been used more frequently than 
open thoracotomy. The authors analyzed eighty 
cases of empyema occurring in infants under two 
years of age who were admitted to the Johns Hop- 


kins Hospital. Of these eighty cases, thirty-two 
were not operated upon. In twenty, the diagnosis 
was not made until autopsy. The fact that a correct 
diagnosis was missed in 25 per cent of the cases has 
the following explanations: 

1. Because of the small chest area, it is difficult 
to distinguish the relatively smal] area of dullness 
by percussion. 

2. Because of the associated danger, thoracen- 
tesis is not carried out as often as it should be. 

3. Roentgenograms are often of no assistance in 
the differential diagnosis of pneumonia and pleural 
effusion. 

The authors advise the use of fluoroscopy when 
fluid is suspected, especially in the cases of children. 

Of the forty-eight infants who were operated upon 
either by rib resection or the insertion of a trocar 
cannula, nineteen (39.6 per cent) died. Of nine 
patients upon whom only one or more thoracenteses 
were performed, one recovered and six died within 
forty-eight hours after the diagnosis of empyema 
was made and before an operation could be per 
formed. 

The forty-eight cases in which operation was done 
were studied especially to determine whether open or 
closed drainage is the better procedure. ‘The 
mortality was highest among the infants suffering 
from left-sided and double empyema. About two 
thirds of the cases of empyema were caused by 
pneumococci, but in this group the mortality was 
one-half that of the group in which the infection was 
due to other organisms. In the cases with complica 
tions, the mortality was four times as high as in 
cases without complications. Contrary to the au 
thors’ expectations, the mortality was lower (20.2 
per cent) in the cases in which the open method— rib 
resection—was used than in those operated upon by 
the closed method (50 per cent). 

The authors conclude from their study that in 
cases of empyema in infants under two years of age, 
the method of choice is open thoracotomy. Compli- 
cations are less apt to occur following open drainage 
than following closed drainage. Open thoracotomy 
(rib resection) is indicated especially in cases of 
pneumococcal empyema, as in the series of cases re- 
viewed, 92 per cent of the infants with pneumococcal 
empyema recovered following open drainage whereas 
only 50 per cent survived following closed drain 
age. In the entire series in which open thoracotomy 
was done in both the streptococcal and pneumococ 
cal type, the mortality rate was 27 per cent. 

Aton Ocusner, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Abel, A. L.: Syphilis of the Gsophagus. Lave, 
1928, CCXV, 441. 


A diagnosis of syphilis of the oesophagus is made in 
only 1 or 2 of every 1,000 cases of oesophageal lesions. 
Persons with oesophageal syphilis seldom apply for 
treatment until dysphagia occurs as the result of 
spasmodic or organic stenosis. 
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Congenital syphilis rarely involves the oesophagus. 
In the secondary stage of syphilis a severe oesopha- 
gitis may cause dysphagia, but this disturbance rap- 
idly responds to treatment. In tertiary lues, local- 
ized gummata occur usually in the upper or lower 
third of the canal and on rupture produce a gum- 
matous ulcer with clear-cut edges and an unhealthy 
yellow base. Induration and spasm soon cause ob- 
struction of the lumen. 

The diagnosis is not always easy. The dysphagia 
is usually painless unless a pharyngeal lesion is pres- 
ent. Signs of syphilis are found elsewhere in the 
body. The oesophageal stenosis is very gradual in its 
course, the dysphagia lasting for from four to twelve 
months before the true nature of the lesion is dis- 
covered. Direct local examination is necessary to 
distinguish luetic stenosis from other varieties of 
stricture. X-ray studies are indicated to exclude an 
intrathoracic cause of extrinsic pressure as well as to 
determine the level of the lesion. 

(Esophagoscopy is absolutely necessary to con- 
firm the diagnosis. Biopsy must be performed be- 
cause non-ulcerating gummata closely resemble can- 
cer. A negative Wassermann reaction should not 
lead the diagnostician astray, as many luetics in the 
tertiary stage have such a reaction. Very often the 
diagnosis may be confirmed by a serological study of 
the spinal fluid. On the other hand, one must be 
careful not to jump at the conclusion that a luetic 
lesion is present in the oesophagus when the Wasser- 
mann reaction is strongly positive. Many patients 
with cancer also have syphilis. 

The treatment of cesophageal syphilis consists in 
anti-syphilis measures and frequent dilatation of the 
cesophagus with bougies. 

The author reports two cases in which complete 
recovery resulted. Morris A, Stocum, M.D. 


Friedenwald, J., Feldman, M., and Zinn, W. F.: 
Ulceration of the @sophagus: Experimental 
Study. Arch. Int. Med., 1928, xlii, 521. 

From experiments on dogs, the authors draw the 
following conclusions: 

1. Ulcers of the oesophagus produced by the re- 
moval of a small section of the cesophageal wall 
through the cesophagoscope will heal readily within 
a week. 

2. When cesophageal ulcers are treated with a 
10 per cent solution of hydrochloric acid, they will 
become chronic and their healing will be markedly 
retarded. 
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3. Perforation is a frequent occurrence when deep 
penetrating ulcers are treated with acid. 

4. Uncomplicated ulcers heal readily and do not 
form strictures. 

5. In most cases of ulceration of the oesophagus, 
X-ray examination reveals defects and spasm which 
are characteristic. 

6. Large penetrating ulcers may simulate diver- 
ticula. 

7. An ulcer of the cesophagus is clearly demon- 
strated on cesophagoscopic examination. 

Joun J. Matoney, M.D. 


MISCELLANEOUS 


Roberts, F.: Errors in the Interpretation of Radio- 
grams of the Chest. Brit. M.J., 1928, ii, 590. 


In the ordinary method of roentgenography of the 
chest with the roentgen tube at a distance of 2 ft. 
or less from the film, considerable error is introduced 
by the divergence of the rays. It is the purpose of 
this article to show how misleading such errors may 
be and how they may be reduced to the minimum. 
Detailed descriptions and illustrations are given to 
show exactly how they are produced. They may 
be responsible for lack of proper correlation of the 
roengenological with the clinical findings. The 
greater the distance of the part examined from the 
film and from the midline, the greater its distortion. 
Slight variations of the central ray also produce 
changes in the relative position of different parts, 
rendering accurate duplication of roentgenograms 
extremely difficult. 

In order to avoid the errors cited, orthodiagraphy 
and teleroentgenography are employed. Orthodiag- 
raphy with the use of only the central ray by 
fluoroscopy permits accurate recording of bold out- 
lines such as those of the heart, but does not make 
possible the demonstration of fine details. For the 
atter, teleroentgenography is best adapted. It con 
sists in increasing the distance between the film and 
the tube so that the errors due to divergence are 
reduced to the minimum. ‘The distance usually: 
employed is 2 meters, a distance at which, for all 
practical purposes, the rays may be considered 
parallel. ‘This method, first suggested by Kohler, 
originally had the disadvantage of requiring pro 
longed exposure, but modern technique and appa- 
ratus have entirely overcome this defect. ‘The author 
describes the technique he uses in detail. 

Apoteu Hartunc, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


David, V. C., and Sparks, J. L.: The Peritoneum 
as Related to Peritonitis. Ann. Surg., 1928, 
IxxXxviii, 672. 

This article deals with the absorption of toxins 
from the normal and inflamed peritoneum. Diph 
theria toxin was used because of its known lethal 
properties in guinea-pigs. It was found that when a 
known toxin was injected into the normal peri- 
toneum of dogs it passed directly into the blood 
stream as well as into the lymphatics in sufficient 
quantities to be fatal to guinea-pigs. The con- 
centration of the toxin and chyle seemed to be 
greatest about thirty minutes after the intra- 
peritoneal injection. ‘The intraperitoneal injection 
of 5 c.cm. of a ro per cent turpentine emulsion on two 
successive days caused a severe peritonitis with 
marked fibrin deposits and a serosanguinous fluid 
exudate. A study of the passage of diphtheria toxin 
from such an inflamed peritoneum indicated that 
in the presence of a plastic exudate the passage of 
toxin from the peritoneum into the chyle was nil, 
and that if the toxin passed into the blood stream at 
all, the quantity was much smaller than that entering 
the blood from the normal peritoneum. 

The presence of a transudate favors more rapid 
absorption of the toxins. 

The authors conclude that, in the treatment of 
peritonitis, interference with the plastic exudate 
formed should be avoided as much as_ possible. 
Their findings suggest also that in the early hours of 
peritonitis the chief danger is the absorption of 
toxins and bacteria into the circulation directly and 
by way of the lymphatics, whereas later, absorption 
from the peritoneum becomes less important and 
the chief danger is the development of a local con- 
dition such as paralytic ileus. 

MANUEL FE. Licutrenstein, M.D. 


Romano, N., and Rey, S.: Duodenal Drainage and 
Duodenal Feeding in Certain Cases of Incon- 
trollable Vomiting in Peritonitis (Il soudaje de 
duodeno y la alimentacion duodenal en algunos 
casos de vomitos incoercibles por peritonitis bacilo- 
sa). Rev. Soc. de med. interna y Soc. de lisiol., 1928, 
lV, So. 

The authors report good results from the use of the 
Kinhorn duodenal tube in cases of incontrollable 
vomiting. 

Two patients with chronic plastic peritonitis suf- 
fered periods of complete gastric intolerance with 
marked emaciation and loss of weight. By means of 
intermittent duodenal feeding it was possible to re- 
lieve the vomiting and administer medication. ‘The 
treatment was followed by a gain in weight. 

WicitAmM R. Meeker, M.D. 


Steinberg, B., and Goldblatt, H.: Peritonitis: IV. 
The Production of Active Immunity Against 
the Fatal Outcome of Experimental Fecal 
Peritonitis. Arch. Int. Med., 1928, xlii, 415. 

A group of eight dogs were immunized by the 
intraperitoneal injection of a suspension of colon 
bacilli which had been taken from the lower in- 
testine of another dog, suspended in saline solution, 
and killed by heating to 58 degrees C. for one hour. 
Four such injections were given at intervals of four 
days. Fourteen days after the last injection the 
immunity attempted was tested by the intraperi- 
toneal injection of 5 gm. of solid faeces suspended in 
15 c.cm. of ome saline solution. Five of the 
eight dogs died. 

Another group of eleven dogs were similarly im- 
munized with living colon bacilli. When tested 
fifteen days later by the intraperitoneal injection of 
feces, ten lived and one died of a serofibrinopurulent 
peritonitis. Of two dogs that were killed later, one 
showed a few adhesions and the other was found 
normal. 

Of a group of fifteen non-immunized dogs injected 
with a clear suspension of fecal material, all died 
within twenty-four hours of severe hemorrhagic 
serous and fibrinopurulent peritonitis. 

Of three non-immunized dogs which were given 
injections of fecal material that had been heated, 
all survived. 

The authors conclude from these experiments 
that, in dogs, it is possible to prevent death from 
fecal peritonitis by active immunization with colon 
bacilli, and that killing by heat greatly diminishes 
the antigenic power of the organisms. 

Paut W. Greetey, M.D 


Feriz, H.:, Appendicular Mesenteriolitis (Mesen- 
teriolitis appendicularis). Beitr. 2. klin. Chir., 1928, 
exlii, 564. 

From the standpoint of pathological anatomy, 
the mesenteriolum is involved in every case of acute 
appendicitis, but the symptoms of the mesen- 
teriolitis are overshadowed by the other symptoms. 
In this article attention is called to the dangerous 
complications that may arise from the appendicular 
mesenteriolitis, and the réle of the mesenteriolum 
in the development of so-called chronic appendi 
citis is discussed. 

Various phases of inflammation may be dis- 
tinguished: the stage of collateral irritation, that of 
acute mesenteriolitis, and that of complications. 
In each stage the process may be brought to a stand- 
still by reparative processes, but restoration to 
normal is possible only in the beginning; later, 

“healing” occurs by scar formation and adhesions or 
by encapsulation of the abscesses. 
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In 47 per cent of his cases of mesenteriolitis, the 
author found streptococci; colon bacilli were of sec- 
ondary importance. 

As arule, but not always, the course of the mesen- 
teriolitis conforms to that of the appendicitis. The 
infection of the mesenteriolum may progress and 
lead to thrombophlebitis, manifested clinically by a 
chill. When thrombophlebitis occurs, the patient’s 
life can be saved only by high ligation of the ileocolic 
vein. If hepatic abscesses are already present, even 
this intervention comes too late. Rupture of a 
suppurative mesenteriolitis into the free peritoneal 
cavity is also greatly to be feared; the consequent 
peritonitis is much more serious than the diffuse 
peritonitis which follows the perforation of an ab- 
scess of the appendix. However, most inflammatory 
infiltrations of the mesenteriolum enter upon a 
chronic stage with substitution by connective 
tissue. The mesenteriolum shrinks at the sites of 
juncture of the chief lymph vessels, i.e., between the 
lower and middle third. At these points, stenosing 
kinks occur which cause mechanical, nervous, and 
vascular disturbances. The mechanical disturbances 
are most important as they are the causes of 
recurrence. Riess (Z). 


GASTRO-INTESTINAL TRACT 
Laurinsich, A.: Alimentary Fever (Sulle febbri 
alimentari). Policlin., Rome, 1928, xxxv, sez. prat. 
1510. 
In 1906, Finkelstein demonstrated that there is a 
close relationship between diet and fever, not only 


‘in acute febrile dyspepsia but also in infectious fe- 


brile diseases. In 1911, he reported that the sub- 
stances which cause such fever are sugar and salts 
contained in the food which bring about fever-pro- 
ducing chemical reactions. A necessary condition 
for the development of the fever is a change in the 
water metabolism and the water content of the body. 
Finkelstein does not think that the fever is caused by 
bacterial toxins. He believes that in febrile dyspep- 
sia the diarrhoea and vomiting are caused by the ac- 
tion of bacteria, but that the fever is the result of 
the deficiency in water brought about by the diar- 
rhea and vomiting. 

There are three theories attributing the fever to 
special conditions of metabolism. The first is that, 
in the presence of a certain deficiency of water, 
products of protein catabolism are formed that 
cause fever by acting like bacterial toxins. The sec- 
ond is that alimentary fever is due to stagnation of 
heat from insufficiency in the supply of sodium 
chloride resulting in decreased elimination of water, 
the fever depending, not upon the absolute amount 
of salt, but on the concentration of the solution. 
According to the third theory, that of Rietschel, the 
fever is due to the increased production of heat from 
increased metabolism. Laurinsich holds that the 
fever is due, not to increased metabolism, but to in- 
tense diuresis which causes a great loss of water. He 
suggests that as sometimes a glycosuria is associated 


with the increase in temperature, the vegetative 
nervous system, either alone or in association with 
a disturbance of the trophic center, may play a part 
in the production of the alimentary fever. 

Aubrey G. Morcan, M.D. 


Gaither, E. H.: The Effects of Surgery of the 
Stomach on Its Subsequent Motor and Secre- 
tory Functions. J. Am. M. Ass., 1928, xci, 1075. 

This report is based on sixty-seven cases in which 
the following operations were performed: gastro- 
enterostomy, thirty cases; pyloroplasty, twenty-two 
cases; closure of a perforated ulcer, two cases; re- 
section, three cases; gastroduodenostomy, two cases; 
partial gastrectomy, one case; division of the anterior 
and posterior gastric branches of the vagus, one 
case; pylorectomy, one case; Polya resection, two 
cases; cholecystogastrostomy, one case; gastro- 
enterostomy disconnected, one case; and _ pylo- 
rectomy-gastroduodenostomy, one case. 

A rice meal was given and ten hours later the 
fasting stomach contents were obtained by means of 
the Rehfuss tube. ‘These fasting contents were 
studied with regard to quantity, consistency, char 
acter, color, free acid, total acid, mucus, pus, gross 
blood, occult blood, starch retention, and micro- 
scopic appearance. An Ewald meal was then given 
and fractional examinations were made until the 
stomach was empty. Usually on the following day 
the stomach was examined roentgenologically after a 
barium meal. The size, shape, position, tone, and 
peristalsis of both the stomach and duodenum were 
especially noted. Cases which, before operation, 
showed evidence of hypertonicity and _ hyper- 
peristalsis of the stomach with a spastic pylorus 
and were relieved by the operation showed post 
operatively absence of the spasm, hyperperistalsis, 
and hypertonicity. In cases in which no relief or only 
partial relief was obtained from the operation, the 
spasm, tetanic contraction, and hypertonicity per- 
sisted. The author believes that in the absence of 
organic obstruction these conditions are due to 
perigastritis, peripyloritis, and periduodenitis. 

Motor function is best studied by fluoroscopic 
examination because, especially in cases with a 
gastro-enterostomy, there is constant regurgitation 
into the stomach from the intestine which makes 
the Ewald meal unreliable. 

The cases in which gastro-enterostomy was done 
showed a shorter emptying time than those in which 
pyloroplasty was done. 

In a not inconsiderable number of cases without 
symptoms, both the Ewald meal and fluoroscopic 
studies showed delayed emptying. This observation 
demonstrates the importance of successive investi 
gations after operative intervention, since informa 
tion may be thereby obtained which will show the 
possibility of future pathological function and lead 
to proper prophylactic measures. 

The acidity of the stomach is controlled by the 
regurgitation of intestinal contents which contain 
not only intestinal, but also pancreatic and biliary 
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secretions. ‘lhe author was able to predict the 
degree of acidity with a fair degree of certainty from 
the color of the gastric contents; the more yellow 
the contents, the less the acidity. The acid values 
vary considerably in a single digestive phase. The 
changes are due to variations in the amounts of re- 
gurgitated intestinal contents. Cases were observed 
in which the acid values ranged from those of 
achylia to those of hyperchlorhydria. In the majority 
of such cases there were no symptoms. 

After gastro-enterostomy, 58 per cent of the 
patients showed an acid value ranging from achylia 
to normal, and 42 per cent showed hyperchlor- 
hydria. After pyloroplasty, 10 per cent showed acid 
values ranging from achylia to normal, while go per 
cent showed evidence of hyperchlorhydria. After 
Pélya resection, one patient had acid values ranging 
from achylia to normal, and the other had achylia. 
Four cases in which pylorectomy with resection was 
done showed achylia. In the two cases in which a 
perforated duodenal ulcer was closed, hyper- 
chlorhydria was found. In the case of cholecysto- 
gastrostomy there was achylia. Of the two cases of 
gastroduodenostomy, one showed hypochlorhydria 
and the other achylia. In the case in which a gastro- 
enterostomy was disconnected, hyperchlorhydria 
was found. In the case of division of the gastric 
branches of the vagus, the findings ranged from 
normal to hypochlorhydria. 

In all examinations for occult blood during the 
course of the Ewald meal the reactions were posi- 
tive. ‘The author attributes this finding to trauma. 

It is emphasized that in the interpretation of acid 
values great care is necessary as acidity varies con- 
siderably even under normal conditions. 

Gaither believes that the reduction in gastric 
acidity following operations on the stomach is due 
either to the regurgitated intestinal contents or to 
inhibition of the activity of the gastric glands. 
Associated disturbances are caused more by motor 
function than by changes in secretion. ‘The re- 
gurgitation of intestinal contents has less influence 
on the gastric acidity two or three weeks after 
operation than later. Auton Ocusner, M.D. 


Cole, L. G.: The Status of Roentgenology in Gastro- 
Enterology. Surg. Clin. N. Am., 1928, viii, 1007. 

Roentgenology is a valuable adjunct in gastro 
intestinal diagnosis, but there is still controversy 
among roentgenologists as to whether it should be 
used for any purpose besides diagnosis. Formerly 
it was taught that, in reporting his findings, the 
roentgenologist should not attempt to interpret them 
in terms of pathology. Cole believes, however, that 
the findings of X-ray examination should be inter- 
preted by the roentgenologist so that they will help 
in the determination of the prognosis and the type of 
treatment. He states that roentgenology is a highly 
organized specialty and not a mere laboratory aid, 
and the roentgenologist must assume the respon- 
sibility of deciding the more serious problems of 
prognosis and indications for treatment. 


After treatment, roentgenographic examinations 
should be made to determine whether or not the 
measures used have succeeded in eliminating the 
pathological process. ' A single X-ray examination 
may easily lead to a faulty conclusion. This is apt 
to be true especially as regards the indications for 
treatment. 

After the roentgenologist is thoroughly trained in 
theory and practice, his skill will be greatly increased 
by observation of his errors at the operating or 
autopsy table. He should make a careful study of 
pathological specimens and compare the changes 
found with the X-ray findings upon which his 
diagnosis was based. Cyrit J. Grasper, M.D, 


Paterson, H. J., and Hernaman-Johnson, F.: 
The Fallacy of X-Rays in Abdominal Diag- 
nosis. Bril. M.J., 1928, il, 595, 598. 

PATERSON holds that two great fallacies exist in 
connection with radiology, especially in abdominal 
work: (1) that radiology can be a substitute for 
careful and thorough clinical examination, and (2) 
that there is such a thing as a radiological diagnosis. 
He emphasizes that the radiologist’s report should 
not be regarded as infallible as it may err because of 
fallacies incidental to the roentgen rays or the tech- 
nique, because of misdirection, or because of inter 
pretation. In the discussion of these possibilities 
illustrative cases are cited. ‘The following conclusions 
are drawn: 

1. If the roentgenographic findings do not sup 
port the clinical signs and symptoms, the former 
should be disregarded. 

2. Close co-operation between the surgeon and 
roentgenologist is desirable. 

HERNAMAN-JOHNSON, although agreeing with 
some of the general statements made by Paterson, 
refutes many of the specific arguments presented in 
support of those statements. Admitting that failure 
to find an organic lesion by the roentgen examination 
does not exclude the existence of such a lesion, he 
maintains that such evidence should receive proper 
consideration and should be carefully weighed 
against the clinical evidence. The importance of 
proper technique is self-evident, although practical 
considerations at times impose definite limits. With 
regard to errors resulting from misdirection, he 
states that such fallacies can usually be ascribed to 
undue limitation of the scope of examination per- 
mitted the roentgenologist. Errors in interpretation 
will always occur just as in other methods of diag- 
nosis. Here competence and experience play a major 
rdle, and the necessity for the possession of medical 
knowledge by the roentgenologist to draw proper 
conclusions is brought into evidence. Paterson’s 
statement that there is no such thing as a purely 
roentgenological diagnosis he characterized as a play 
with words. Roentgen findings cannot be evaluated 
outside the scope of medical knowledge. 

Finally, Hernaman-Johnson takes issue with 
Paterson’s dictum that if the roentgen findings do 
not support the clinical signs and symptoms they 
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should be disregarded. As regards co-operation be- 
tween surgeon and radiologist he is in fuil accord 
with Paterson. Apotpu Hartune, M.D. 


Horsley, J. S.: Some Stomachs I Have Met. Vir- 
ginia M. Month., 1928, lv, 370. 


The author discusses the normal physiology of the 
stomach and cites several cases to show how lesions 
in other organs such as the appendix or gall bladder 
may reflexly give rise to gastric contractions and 
hunger pains. ‘The best method of diagnosing gas- 
tric lesions is X-ray examination. 

In discussing the relation between chronic gastric 
ulcers and cancer of the stomach, Horsley states that 
from 10 to 20 per cent of lesions diagnosed clinically 
as chronic gastric ulcer will prove to be cancer. 

In conclusion, Horsley reports forty-one cases in 
which he operated on the stomach and duodenum in 
a period of fourteen months. 

Pau W. Greecey, M.D. 


Kalbfleish, W. K.: Diverticula of the Stomach. 
Am. J, Roentgenol., 1928, xx, 218. 

Bernstein, B. M.: Diverticulum of the Stomach. 
Am. J. Roentgenol., 1928, xx, 224. 


Kalbfleish and Bernstein each report one case of 
diverticulum of the stomach. In both instances the 
diagnosis rested entirely upon the roentgen-ray ex- 
amination and the diverticulum was an incidental 
finding. In the case reported by Kalbfleish, the 
diverticulum was seen most distinctly in the oblique 
view with the patient in the horizontal position. In 
the case reported by Bernstein, it was located on 
From 
the reports in the literature, Bernstein concludes 
that most diverticula occur in this location, whereas 
Kalbfleish reviews the anatomy of the stomach to 
arrive at the conclusion that the posterior wall near 
the cardia is the area of least resistance. 

Bernstein reminds us that a diverticulum of the 
stomach may produce symptoms similar to those of 
a penetrating ulcer and he believes that treatment 
should be advised accordingly. Kalbfleish states 
that any decision as to treatment depends upon the 
symptoms. No definite rule can be laid down, but 
it should be kept in mind that all diverticula are 
potentially liable to undergo cancerous change. 

Cuartes H. Heacock, M.D. 


Mandl, F.: Inadequacy of the Weber-Ramstedt 
Operation in Pylorospasm (Insuffizienz der 
Weber-Ramstedtschen Operation beim  Pyloro- 
spasmus). Zentralbl. f. Chir., 1928, lv, 662. 


Hundsdoerfer places the mortality of the Weber- 
Ramstedt operation at between 12 and 16 per cent. 
Death may be due to operative shock, unobserved 
mucosal injury, hemorrhage from the operative 
wound, and the giving way of the abdominal sutures. 

Another danger lies in not doing enough, as in 
Mandl’s case of a four-months-old female child who 
had had attacks of vomiting ever since the second 
week of life. At operation, the pylorus from the 


antrum to the pyloric vein was found to be five 
times thicker than normal. The mucosa was dis- 
sected free, partly by dull, partly by sharp dissec- 
tion, over an area of about 8 cm., and a fold of 
omentum sutured over the defect. The child vom- 
ited immediately afterward and died one week later. 
At autopsy, the stomach was found markedly di- 
lated and hypertrophied. The pylorus was so narrow 
that a medium-sized sound could not be passed 
through it, the lumen being obstructed by a pea- 
sized nodule of mucosa. 

In 1927, at the Congress on Digestive Disturb- 
ances held in Vienna, Forsell stated that the mucosa 
plays a réle in peristalsis, and that the “autoplastic” 
mechanism of the mucosa acts in co-ordination with 
the movements of the muscularis. 

The danger of an inadequate Weber-Ramstedt 
operation may be avoided by testing the patency 
of the pyloric canal by invaginating the mucosa 
into it, pressing out the gastric contents, or intro- 
ducing fluids into the stomach. If the pylorus is 
not patent, dilatation by the method of Loretta, 
pyloroplasty, or gastro-enterostomy may be done. 

MANnrEeL (Z). 


Gallagher, W. J.: The Effect of Injections of Hydro- 
chloric Acid on the Gastric and Duodenal 
Mucosa. Arch. Surg., 1928, xvii, 613. 


The normal hydrochloric acid content of the 
gastric juice of dogs is 0.5 per cent. In experiments 
on seven dogs with jejunal transplants to the stom- 
ach, the author injected hydrochloric acid once or 
twice daily in amounts of from 200 to 225 c.cm. of 
a 0.22, 0.29, or 0.62 per cent solution. In a control 
group of six dogs he injected a 0.62 per cent solution 
in similar amounts two or three times daily. 

An acute ulcer developed in two of the dogs and a 
chronic gastric ulcer in one. The most constant ob- 
servations were acute and chronic gastritis with mul- 
tiple erosions. These changes were greater when the 
high concentrations of acid were used. 

The author calls attention to the similarity of the 
lesions to those found in the stomach and duodenum 
in man, and the probable importance of hydrochloric 
acid in their production. 

Artuur L. SHREFFLER, M.D. 


Moll, H., and Flint, E. R.: The Depressive Influence 
of the Sympathetic Nerves on Gastric Acidity. 
Brit. J. Surg., 1928, xvi, 283. 

The purpose of this study was to determine the in- 
fluence of the sympathetic nerves on gastric acidity. 
“vidence in favor of the depressive influence of the 
splanchnic nerves on the stomach is deduced from 
clinical observations: (1) gastric analyses in cases of 
hyperthyroidism; (2) the effect of thyroid feeding on 
gastric secretion; (3) changes produced by adrenalin 
and nicotine; and (4) the depressive action of the 
emotions on acid secretion. Such an influence is indi- 
cated also by observations on the secretion of hydro- 
chloric acid after bilateral section of the splanchnic 
nerves in the dog. 
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CLINICAL OBSERVATIONS 

Gastric secretion in Graves’ disease. Lockwood, 
Barker, King, Wolpe, and Leist all report a definite 
tendency toward an acidity in Graves’ disease. Neil- 
son, Boenheim, Maranon, and Sajous report hyper- 
chlorhydria. 

A study of fifty cases of hyperthyroidism was un- 
dertaken by Moll to obtain more detailed informa- 
tion. The results of gastric analysis showed that 
there is a constant tendency toward hypochlorhydria 
in Graves’ disease; the achlorhydria is more frequent 
in long-standing cases than in the acute cases; the 
secretion of hydrochloric acid in cases of toxic ade- 
noma and puberty hyperplasia is usually normal or 
subnormal, but never absent. ‘The fact that the ach- 
lorhydria is most pronounced in the chronic cases in- 
dicates that it may be due to persistent stimulation 
of the sympathetic system by the thyroid toxemia. 

The effect of thyroid feeding on gastric acidity. Rogers 
and Boenheim reported that thyroid feeding of ani- 
mals increased the gastric secretion, whereas Trues- 
dale and Hardt reported that it had a definite ten- 
dency to depress the acidity and secretory rate. 

The authors repeated the experiments, believing 
that the previous investigations were not continued 
over a sufficient period of time. Of the four dogs used, 
two showed almost complete achlorhydria, one only 
a very slight lowering of the free hydrochloric acid 
curve, and one a slight rise in the acidity. 

The only conclusion that can be drawn from these 

results is that the effects of thyroid administration 
vary, this fact explaining previous contradictory re- 
sults. : 
Changes produced by adrenalin and nicotine. Ac- 
cording to Langley, adrenalin and certain related 
substances produce effects similar to those caused by 
stimulation of the sympathetic nerves, although 
there are exceptions as in the case of the sweat 
glands, in which sympathetic stimulation has a 
marked effect and adrenalin has none. The mass of 
evidence indicates that adrenalin inhibits both the 
motor and the secretory functions of the stomach. 

In two cases of hyperchlorhydria in man in which the 
effect of adrenalin was studied by Moll, the injection 
was followed by a marked decrease in the amount of 
free hydrochloric acid. 

The effect of nicotine on gastric acidity was ob- 
served by Moll in a series of cases of postencephalitic 
parkinsonism in which the drug was given in the pure 
alkaloid form in an attempt to reduce plastic tone. 
A definite tendency toward hyperchlorhydria was 
noted. 

These experiments indicate that adrenalin lowers 
gastric acidity by stimulating the sympathetic nerves 
whereas nicotine raises the acidity by paralyzing 
those nerves. 

The depressive action of emotions on gastric acidity. 
There is definite evidence that gastric motility is in- 
hibited by psychic disturbances (Cannon). In ex- 
periments on dogs, Murphy and Cannon found that 
gastric motility was inhibited by trauma of the tes- 
ticles when the splanchnic nerves were intact but not 


after section of the splanchnic nerves. Respiratory 
distress inhibited gastric motility only when the 
sympathetic and vagus nerves were intact. 

Although the experimental effect of unpleasant 
emotions on gastric secretion has not been studied 
extensively, the evidence on hand leaves little doubt 
that such emotions cause an inhibition of secretion as 
well as of motility. According to Brown, the action 
of the sympathetic is more clearly seen in the inhibi- 
tion of the salivary secretion than of gastric or pan- 
creatic secretion. Bennet and Venables studied the 
effect of emotions on gastric acidity in a hypnotized 
subject. The suggestion of nausea caused delayed 
emptying and inhibition of secretion, while the sug- 
gestion of hunger caused rapid emptying and a rise in 
the acidity. Great anxiety caused strong inhibition 
with delayed emptying. 

EXPERIMENTAL OBSERVATIONS 

The effects of the sympathetic nervous supply of 
the stomach on hydrochloric acid secretion have not 
been investigated to any great extent. In experi- 
ments on dogs in which he excised the posterior and 
anterior nerve roots between the fourth and eighth or 
between the fifth and ninth dorsal segments, Schup- 
fer found a constant increase of acidity, attributable 
to a combined increase of hydrochloric acid and to a 
less extent of free hydrochloric acid. Gaultier found 
that stimulation of the splanchnic or solar plexus had 
no effect on gastric acidity, whereas section of the 
splanchnics and avulsion of the solar plexus gave rise 
to a constant and pronounced hyperchlorhydria. 

The purpose of the experimental work reported in 
this article was to ascertain the effects of bilateral 
section of the splanchnics on the secretion of free hy- 
drochloric acid. Fractional gastric analyses by means 
of a Janeway fistula were carried out on lines similar 
to those of an ordinary standard test meal. The sec- 
tion of the splanchnic was verified by postmortem 
examination and histological examination of the ex- 
cised piece of nerve. The operative technique and 
experimental methods are described in detail, and 
the results are presented in tabular form. 

It was found that continuous acid secretion is in- 
creased after bilateral splanchnic division. This is 
evident from the greater frequency with which free 
hydrochloric acid is found in the fasting juice, the 
higher values attained, and the comparative absence 
of bile. Moreover, after the sympathetic denerva- 
tion there is more rapid secretion of acid following 
the test meal, the acid curve rising in the second hour 
in 74 per cent as opposed to 34 per cent before the 
sympathetic denervation. Duodenal regurgitation 
is not appreciably influenced although it is slightly 
more frequent after division of the nerves. 

The interpretation of the results of these experi- 
ments is subject to certain reservations and criti- 
cisms: 

1. It is probable that division of the splanchnics 
does not insure complete sympathetic denervation of 
the stomach, as fibers may reach the stomach through 
the outer coats of blood vessels. The peripheral in- 
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trinsic sympathetic nervous system may compensate 
for the loss of control due to central denervation, the 
stomach being comparable to the heart as an auto 
matic organ though influenced by the intrinsic 
nerves. It is probable also that the vagi contain 
fibers inhibiting gastric secretion and thus overbal 
ancing the effects of division of the splanchnics. 
These conjectures may explain the inconsistencies in 
the results and the fact that the hyperchlorhydria is 
only relative. 

2. Fractional gastric analyses after a test meal do 
not afford reliable information with regard to the 
gastric secretion. The introduction of food obscures 
the volume of the response, while the true acidity 
is masked by the neutralizing and diluting power of 
the food mass, evacuation into the duodenum, re 
gurgitation, and retention. 

3. Observations under the same conditions vary 
on different occasions, rendering comparisons 
difficult. However, while the method of gastric 
analysis used by the author is less accurate than 
others, it is identical with the method used in 
clinical diagnostic procedures and its results can be 
compared more easily with those obtained from 
clinical observations in man. 

In spite of these criticisms, the authors believe 
the evidence is sufficient to show that the sympa- 
thetic contains inhibitory secretory fibers to the 
stomach, the excision of which has a definite action 
in raising the secretion of hydrochloric acid both in 
the fasting juice and in the gastric secretion after a 
standard test meal. ‘They state that certain con 
clusions of clinical importance may be drawn from 


‘the observations with regard to hyperchlorhydria or 


achylia associated with extragastric diseases. Al- 
though a large number of these cases may be ex- 
plained by asthenia of the gastric glands in debilitat- 
ing conditions or by permanent damage from bac 
terial toxins, others may be caused by persistent 
inhibitory reflexes (hyperthyroidism, gall-bladder 
disease). Hyperchlorhydria may be explained by 
neuritis of the solar plexus caused by focal infections 
or by a diminished tone of central inhibitory 
sympathetic centers, as in hyperchlorhydric dys- 
pepsia due to overwork, worry, and the ordinary 
stress of life. E. S. Pratt, M.D. 


Hosomi, K.: The So-Called Peptic Ulcer of the 
Stomach and Duodenum in the Dog Which 
Sometimes Follows Choledochoplasty (Ueber 
das sogenannte peptische Geschwuer des Magens 
und Duodenums beim Hunde das gelegentlich der 
Choledochusplastik entsteht). Arch. f. path. Anat., 
1928, cclxvii, 720. 

In fifteen experiments on dogs in which free trans- 
plants of arteries were used in plastic operations on 
the common duct, erosions of the mucous membrane 
and submucous haemorrhages were found in the stom- 
ach and duodenum of seven of the animals. In one 
case an ulcer was formed in the duodenum while the 
stomach remained ‘uninvolved. In four instances 
there were ulcers in the wall of the duodenum and 


erosions and hemorrhages were found in the gastric 
mucosa. 

The dogs were kept alive for at least eighty days 
after the operation. As the result of biliary stasis, 
marked icterus usually developed between the fifth 
and seventh days after the operation. In two of 
seven dogs the lumen of the duct was found at 
necropsy to be entirely closed. In three others it 
was narrowed and the passage of the bile was ob- 
structed by adhesions about the transplant. In 
every case the pyloric part of the stomach and 
duodenum was embedded in firm adhesions. The 
ulcers had the appearance of typical round peptic 
ulcers. 

According to the findings of Iwasaki, it cannot be 
assumed that the ulcers are due entirely to the 
obstruction of the flow of bile. Hosomi believes that 
the fixation of the duodenum and mesentery by 
adhesions and the circulatory disturbances in the 
hepatoduodenal ligament are among the most im- 
portant factors. The primary cause of the lesion he 
sees in the nerve and blood-vessel erosions which, 
when secondarily infected, lead to the formation of 
the adhesions that cause circulatory and nervous 
disturbances which predispose to ulcer formation. 
He therefore holds that peptic ulcer is a local con- 
dition and not merely a part of a general disease. 

The operation and the necropsy findings in the 
cases of seven dogs are reported in detail. 

BERGEMANN (Z). 


Gibson, C. L.: Acute Perforations of the Stomach 
and Duodenum. J. Am. M. Ass., 1928, xci, 1096. 


Gibson reviews a series of 123 acute perforations 
of the stomach and duodenum treated in the First 
Surgical Division of the New York Hospital (Cor- 
nell Division) during*the past fifteen years. 

The typical cases of acute perforation are usually 
sasy to recognize, but there are many borderline 
conditions which give rise to confusion and the time 
spent for observation too often greatly jeopardizes 
the patient’s chance for recovery. The severe pros- 
trating onset of abdominal pain with the board- 
like rigidity of the upper abdomen is apt to lead to 
the diagnosis of peritonitis. It should be remembered 
that as the contents of the stomach and duodenum 
are not very septic the peritonitis develops at a later 
stage. The leakage of air and its presence in the 
free abdominal cavity, like the classical sign of 
obliteration of liver dullness, are not constant and 
should not delay operation. Most patients give a 
history of gastric disturbance. 

The condition is relatively rare in women. When 
the perforation is more than twenty-four hours old 
the diagnosis must often be that of appendicitis 
and progressive peritonitis. When the diagnosis is 
uncertain, a fluoroscopic examination will often 
reveal a layer of air just under the diaphragm, usu- 
ally on the right side. 

Before operation the patient should be given a 
little methylene blue by mouth as this will aid 
recognition of the perforation. ‘The peritoneum 
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should be opened in a puddle of water so that the 
presence of gas may be detected. As most perfora- 
tions are juxtapyloric, the pyloric region should be 
examined first. Closure is best effected by two 
layers of chromicized catgut sutures. The free 
fluid may be conveniently removed with the sucker. 
Drainage is generally useless except in late cases. 
The suture line may be covered with omentum, 
round ligament, or fat. If stenosis of the pylorus 
exists, it is wise to add gastro-enterostomy to the 
primary operation. 

Many patients who recover from a perforation are 
cured of their ulcer. This observation has restrained 
the author from doing gastro-enterostomy as a 
routine procedure. 

In the 123 cases reviewed there were 23 deaths 
following the operation, a mortality of 18.6 per cent. 
Of 72 cases not requiring a second operation, the 
result was excellent in 41, satisfactory in 31, un- 
satisfactory in 1. ‘wo patients could not be traced. 
Of 21 cases in which a second operation was neces- 
sary, gastro-enterostomy was done in 17, suturing 
of a second perforation in 2, and gastric resection 
in 2. Of the 17 patients subjected to secondary 
gastro-enterostomy, 5 had an excellent result and 10 
a satisfactory result, 1 died of pulmonary tubercu- 
losis one year after the second operation, and 1 was 
operated upon too recently to warrant a report of 
the outcome. Of the 2 patients with a second per- 
foration requiring suture, 1 had a_ satisfactory 
result and 1 died from the results of psychosis. Of 
the 2 patients subjected to secondary gastrectomy, 
1 had a good result and 1 died. The mortality ac- 
cording to the duration of the perforation was 12 
per cent after twelve hours; 22 per cent after 
twenty-four hours; and 60 per cent after more than 
twenty-four hours. Joun W. Nuzum, M.D. 


Louria, H. W.: The Surgical Treatment of Gastric 
and Duodenal Ulcer. Surg., Gynec. & Obst., 1928, 
xlvii, 493. 

The author reviews von Haberer’s work on gastric 
and duodenal ulcer in his clinic at Graz, Austria. 
Before operation, a fluoroscopic examination after 
a barium meal is always carried out unless it is 
contra-indicated, and after operation another X-ray 
examination is made before the patient is discharged 
in order that the functioning of the anastomosis and 
the size of the stomach may be determined. The 
operation is done under local and splanchnic an- 
wsthesia induced with a 0.25 per cent solution of 
tutocain to which a small quantity of adrenalin has 
been added. Before April, 1925, ether was used. 

The preferred method is the Billroth I procedure. 
This is always used when there is sufficient serosa on 
the posterior wall of the first portion of the duode- 
num to insure safe apposition of the serous surfaces 
for anastomosis. However, the upper part of the 


cut end of the stomach is not closed as was origin- 
ally done by Billroth. As a rule, from one-half to 
two-thirds of the stomach is removed. Two layers 
of sutures are used for the anastomosis, a continuous 


catgut lock-stitch for the mucosa and interrupted 
sutures of silk for the serosa. 

The second method of choice is von Haberer's 
modification of the Billroth I operation. This is 
used when the amount of serosa on the posterior 
duodenal wall is insufficient. The duodenal stump 
is closed and the cut end of the stomach implanted 
in the side of the second part of the duodenum, below 
the level of the papilla of Vater. This, as well as the 
Billroth I operation, seems to favor more nearly 
physiological action and the development of new 
sphincteric control. 

The Billroth If operation is done when the two 
other operations are not ada >ted to the requirements 
of the case. The antecolic method seems to be pre- 
ferred to the retrocolic method. 

The mortality of the first method of choice is 6 
per cent; that of the second and third methods, 10 
per cent; and that of the Billroth IL retrocolic 
operation, 18 per cent. 

The Billroth I method is regarded as the most 
satisfactory and least apt to be followed by a 
recurrence or the formation of a jejunal ulcer. Of 
the patients subjected to this operation, 96 per cent 
have been rendered free from symptoms or have 
been greatly benefited. Paut W. Greetey, M.D. 


Wright, G.: The Surgical Treatment of Gastric 
Ulcer, with Special Reference to the Massive 
Ulcers. Brit. J. Surg., 1928, xvi, 253. 

Surgical treatment of gastric ulcer becomes neces- 
sary when medical treatment has failed to heal the 
ulcer permanently, when permanent healing is un- 
likely because of the size of the lesion, when de- 
formities of the stomach have been produced, and 
when acute crises, such as hemorrhage and _per- 
foration, occur. 

After a severe haemorrhage, surgical intervention 
is imperative when the patient’s condition has im- 
proved sufficiently, and should include the removal 
of the ulcer. Gastro-enterostomy is not sufficient to 
prevent recurrence of the haemorrhage. Many 
patients with chronic gastric ulcer die because of 
hemorrhage. In 249 cases of hamatemesis from 
chronic ulcer reviewed by Bulmer, the mortality 
was 11.6 per cent and was higher among men than 
among women. In several of the fatal cases gastro- 
enterostomy had been performed previously. 

Old ulcers result in deformities of the stomach 
with increasing obstruction, undernutrition, and 
death from pain and starvation. In some cases 
death is hastened by tuberculosis. 

The author believes that the claims made con- 
cerning the large numbers of ulcers which develop 
into carcinomata are unfounded, and holds that the 
transformation of a gastric ulcer into a carcinoma is 
a rare event. The Mayo Clinic, Moynihan, and 
Sherren estimate that about 70 per cent of gastric 
ulcers become carcinomatous, basing their conclus- 
ions on MacCarty’s report on ulcers removed at 
operation, in which associated carcinoma was found 
in 68 per cent. Wilson and MacCarty discovered 
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evidence of previous gastric ulcer in 71 per cent of 
gastric carcinomata, and Smithies found a clinical 
history of previous ulceration in 60 per cent of cases 
of gastric carcinoma. 

If the incidence of malignancy is as high as these 
reports indicate, the results of the treatment of 
gastric ulcer by gastro-enterostomy ought to be 
appalling, yet the Mayo Clinic statistics (Balfour) 
show that only about 6 per cent of patients so treated 
developed carcinoma, and of this 6 per cent the 
majority died within two years, indicating that they 
were probably carcinomatous at the time of opera- 
tion. Other statistics show a similar low incidence of 
carcinomatous changes. 

Surgical methods for the treatment of chronic 
gastric ulcer may be classified into the indirect and 
the direct. Two factors which are recognized as 
having an important influence on the development 
or persistence of gastric ulcers are: (1) the acid 
character of the gastric juice, and (2) conditions 
interfering with emptying of the stomach. All surgi- 
cal procedures except simple excision of the ulcer 
are designed to modify these factors and therefore to 
modify the physiology of the stomach. 

The indirect methods of operative treatment are 
gastro-enterostomy, pyloroplasty, and jejunostomy. 

Gastro-enterostomy acts mechanically by provid- 
ing an efficient outlet from the stomach. Paterson 
and others believe that it has a physiological action 
also, allowing the regurgitation of bile and pan- 
creatic juices into the stomach and thereby de- 
creasing the acidity of the gastric contents. This 
effect, however, is most marked in cases of duodenal 
ulcer, and many observers have not noted the low- 
ering of acidity reported by Paterson. Experi- 
mentally, even diversion of the entire duodenal 
contents into the stomach produced only a slight 
lowering of acidity, as did also the diversion of the 
bile into the stomach by cholecystogastrostomy 
(Weidman and Enderlen). Perman found no di- 
minution of gastric juice in the early days following 
gastro-enterostomy or following gastric resection 
unless the resection was extensive. It is therefore 
improbable that gastro-enterostomy has any effect 
on the gastric secretions. Moynihan also expresses 
this opinion. 

Sherren and others hold that the stoma in gastro- 
enterostomy should be proximal to the ulcer, which 
means it must be toward the cardiac end, since most 
ulcers are well away from the pylorus. Hartman has 
shown that when the pylorus is patent most of the 
gastric content passes through the pylorus when the 
stoma is placed so near the cardiac end. The author 
therefore concludes that the outlet should be at the 
lowest point of the greater curvature, regardless of 
the site of the ulcer. 

Gastroduodenostomy delivers the gastric contents 
into the duodenum, but otherwise acts in the same 
way as gastro-enterostomy. 

Pyloroplasty gives similar results. 

Jejunostomy makes it possible to feed the patient 
while the stomach is supposedly at rest, but as the 


mere introduction of food into the jejunum excites 
gastric secretion, the results of this operation have 
been disappointing. 

All of the indirect methods fail in some cases since 
the ulcer is replaced by scar tissue, itself subject to 
breaking down on slight provocation. Therefore 
most surgeons believe that a cure is obtained more 
frequently by resection. 

Of the direct methods of operative treatment, 
wedge resection is the simplest method of removing 
the ulcer, but is often followed by recurrence of the 
lesion. Direct excision of the ulcer is now usually 
combined with gastro-enterostomy. Pyloric spasm, 
believed to be due to the nerve reflex caused by liga- 
tion of the branches of the vagus on the lesser curva- 
ture, is thus avoided. Therefore increased intra- 
gastric tension is prevented, the reflux of duodenal 
contents is made possible, and the incidence of 
recurrence is decreased. 

The use of the cautery in the method devised by 
Balfour for difficult operations on high ulcers is 
associated with the danger of secondary hamor- 
rhage at the site of the cauterized ulcer. The author 
has found that ulcers situated near the ovsophageal 
opening can be excised if the lesser curvature is 
completely mobilized. In his technique, the coronary 
artery is divided in the left pancreaticogastric fold, 
and the distal end, together with the lesser omentum, 
is then stripped down along the lesser curvature to 
the site of the ulcer. 

Sleeve resection is held to be the ideal resection 
method as it prevents the kinking at the pylorus 
that occurs following wedge resection. To preserve 
the normal shape of the stomach, the resected piece 
should be made longer on the greater curvature than 
on the lesser curvature. Gastro-enterostomy be 
comes difficult or impossible when this procedure 
is used, but pyloroplasty is an efficient substitute 
for it. 

When there is longitudinal contraction of the les- 
ser curvature such as occurs frequently in cases of 
gastric ulcer, the stomach becomes globular and re- | 
tention results from kinking at the pylorus. ‘This 
deformity requires subtotal gastrectomy. 

The advantages claimed for gastrectomy in the 
treatment of gastric ulcer are that it abolishes 
gastric function and retention, prevents recurrence, 
and decreases the production of hydrochloric acid. 

Wright believes the postoperative freedom from 
recurrence justifies resection even when the ulcer is 
small. He states that the risk of the operation has 
been exaggerated, as proved by Moynihan’s series of 
184 cases with only 2 deaths. Wright has been un 
able to substantiate Hurst’s claims concerning the 
postoperative development of pernicious anamia 
due to the absence of acid in the gastric juice. The 
resections advocated are the Billroth I and II opera- 
tions or modifications of these. 

Wright has obtained rapid and permanent cures 
from partial gastrectomy, which is much better 
borne by patients with ulcer than by those with 
carcinoma. 
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In cases of massive ulcer it is impossible to operate 
without soiling the peritoneum to some extent, and 
there is a special risk in attempting to keep the floor 
of the ulcer intact by taking slices of the pancreas 
when adhesions are present. Thorough lavage of 
the stomach for several days is therefore important 
except when contra-indicated by recent hemor- 
rhage. 

When it is necessary to leave the floor of the 
ulcer because of adhesions, the peritoneum should 
be carefully packed off and the floor of the ulcer 
gently curetted and touched with pure carbolic 
acid, a procedure which prevents the formation of a 
pancreatic fistula. 

In a series of 62 cases in which the author per- 
formed partial gastrectomy for chronic gastric ulcer 
there were 2 deaths. This series does not include 3 
operations, with 2 deaths, which were performed for 
the arrest of acute haemorrhage, since these were 
emergency measures. Of the 44 survivors who could 
be traced, 4 have died since the operation from 
meningitis, phthisis, carcinoma, and insanity re- 
spectively. The death from carcinoma occurred 
about one year after the operation, which is taken 
to mean an incorrect diagnosis at operation al 
though the diagnosis of ulcer was confirmed micro 
scopically. 

One patient developed regurgitant vomiting re 
quiring entero-anastomosis, which was probably due 
to the use of an excessively long jejunal loop. This 
patient, though greatly relieved, still has occasional 
pain. In another case, vomiting occurs about once 
a fortnight and on X-ray examination food can be 
seen passing into the duodenal end of the bowel. ‘The 
patient is in good health otherwise and is able to eat 
any kind of food. In 2 other cases there is occasional 
slight vomiting. ‘The remaining 36 patients are in 
excellent health. 

The only unsatisfactory results were due to a 
technical defect in the anastomosis which allows 
food to pass into the blind end of the bowel where it 
accumulates until relief is afforded by vomiting. 
Such a complication can be avoided by making the 
section well toward the cardiac end and using as 
short a loop of jejunum as possible without compress- 
ing the transverse colon. 

Wright believes that, considering the extent of 
the lesions and the pain and suffering in most of his 
cases, the operation was fully justified by the re- 
sults. KS. Prarr, M.D. 


Black, K.: The Large-Stoma Gastrojejunostomy. 
Brit. M. J., 1928, ii, 440. 


In cases of gastric ulcer, the author places the 
stomach at rest by means of a gastrojejunostomy 
stoma from 3% to 4 in. in diameter. This increases 
the rapidity of emptying. 

In the technique of the large-stoma gastrojejunost- 
omy, the stomach and jejunum are held by short- 
bladed stomach forceps only at the ends, the bleeding 
vessels are ligated individually, and the tissues are 
not crushed. Grorce A, Cottett, M.D. 


Truesdale, P. E.: Pylorectomy. J. Am. M. Ass., 1928, 
xci, TOOT. 

Truesdale briefly outlines the history of stomach 
surgery. The first pylorectomy was done by Péan 
in 1879 and was not successful. As early as 1881 the 
operation was adopted by Billroth. Billroth recog- 
nized the great muscular hypertrophy associated 
with cancer of the pylorus and believed that py- 
loric obstruction from this cause was responsible 
for one-half of the deaths occurring before adhesions 
and glandular metastases became factors of im- 
portance. Billroth’s operations were characterized 
by simplicity and are well known today as _ the 
Billroth [ and Billroth If methods. In 1903, Kocher 
reported 75 pylorectomies with a mortality of 20.3 
per cent. His method was pylorectomy followed by 
gastrojejunostomy, a procedure in which the much 
dreaded suture angle of the Billroth operation was 
avoided. In 1905, W. J. Mayo reported 100 pylorec- 
tomies for cancer of the stomach: 9 by the Billroth 
I operation, 76 by the Billroth II operation, and 15 
by the Kocher operation. Of the many valuable 
contributions made to surgical knowledge by the 
Mayos and Balfour, none ranks higher than the 
work of these surgeons on carcinoma of the stomach. 
In 1906, Rodman was the first American surgeon 
to adopt pylorectomy in the treatment of gastric 
ulcer in the pyloric region. 

Truesdale began his first series of pylorectomies 
in 1908. In 1913, he was able to report 8 cases in 
which the Billroth I] method was used. All of the 
patients were still living and well. In this article 
he reviews a series of 40 pylorectomies with an 
operative mortality of 5 per cent. Thirty of the 
patients were males. ‘Two were between twenty- 
seven and thirty years of age, 10 between thirty and 
forty years, 16 between forty and fifty years, 6 
between fifty and sixty years, and 5 between sixty 
and seventy vears. One was seventy-eight years old. 

Thirty patients were operated upon by the 
Billroth II procedure, 6 by the method of gastro- 
duodenostomy, and 4 by the Pélya_ operation. 
There were 2 operative deaths, 1 after the Pélya 
operation and 1 following a gastroduodenostomy. 
Autopsy in the cases of operative death revealed a 
rupture of the duodenal stump in one instance and 
acute dilatation of the stomach in the other. ‘Ten 
patients have died since they left the hospital. Of 
the 30 patients now living, only 1 cannot be traced. 
Twenty-eight of these patients expressed them 
selves as entirely satisfied with the operative result 
and their general health. 

The author concludes that pylorectomy is the 
operation of choice for very early cancer near the 
pylorus and for ulcer in the pars pylorica. Gastro- 
duodenostomy, when carefully applied, is a safe, 
time-saving procedure. After gastroduodenostomy, 
the stomach tube should be employed repeatedly 
on the slightest evidence of acute dilatation of the 
stomach. In general, the Billroth II operation is a 
safer and more satisfactory operation. 

Jonn W. Nuzum, M.D. 
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Tenney, C. F., Bancroft, F. W., and Cole, L. G.: 
Gastric Ulcer, Pylorectomy, Pélya Anasto- 
mosis. Surg. Clin. N. Am., 1928, viii, 989. 

The authors report the case of a woman sixty-six 
years of age whose principal complaint was frequent 
attacks of indigestion. After thorough examination, 
including laboratory and X-ray assistance, a diagno- 
sis of chronic cholecystitis with adhesions around the 
pylorus was made and cholecystectomy was per- 
formed. ‘The pathological diagnosis was chronic 
cholecystitis. The patient made an uneventful recov- 
ery and was discharged as cured. 

One year later she returned complaining of gastric 
distress. The findings of examination were much the 
same as before except that the secondary anemia 
was more pronounced, blood was present in the 
gastric contents and stools, and the gastric hydro- 
chloric acid was low. X-ray examination again 
showed a deformity of the pylorus, but the condition 
was considered non-malignant by the roentgenolo- 
gist. 

At a second operation, performed under ethylene 
anesthesia after careful preparation with digitalis 
and blood transfusions, a gastric ulcer was found and 
resection of the pyloric end of the stomach according 
to the method of Moynihan was done. Moynihan’s 
method begins the resection at the duodenum and 
proceeds toward the left, the anastomosis with the 
jejunum being started before the pyloric antrum has 
been excised. This method has the advantage that 
the beginning of the anastomosis is done in a clean 
field before the stomach is opened and the clamp 
remains on the proximal end of the stomach only a 
short time, constriction of the circulation of the 
stomach in the region of the anastomosis being there- 
fore avoided. It is important to bring the anastomo- 
sis through the mesocolon so that no complicating 
obstruction may occur. The patient had an un- 
eventful convalescence with prompt disappearance 
of ali symptoms. 

The X-ray findings at both examinations were 
characteristic of either carcinoma or gastric ulcer. 
They were nearly identical although a year had 
elapsed between the examinations. The failure of the 
deformity to increase prevented a positive diagnosis 
of malignancy. 

The specimen showed two ulcers, one involving 
all of the coats of the stomach. Between the two 
ulcers there was a bridge of hypertrophied mucosa 
which could be differentiated from carcinoma only 
by microscopic examination. This mucosa contained 
connective tissue which had contracted, drawing the 
mucosa of the greater curvature into the lumen of 
the stomach. The smaller ulcer was submucosal and 
had developed since the original examination. 

Cyrit J. Graspet, M.D. 


Morley, J., and Roberts, W. M.: The Technique 
and Results of Partial Gastrectomy of Chronic 
Gastric Ulcer. Brit. J. Surg., 1928, xvi, 239. 


The interest of surgeons has been centered chiefly 
on the technique and immediate mortality of gas- 


trectomy, too little attention being paid to the remote 
effects of the operation on the general health. Ex- 
travagant statements as to the frequency with which 
ulcers become malignant led to extensive resections 
for chronic ulcers. The fact that the Pélya gastrec- 
tomy is followed by a smooth convalescence, a gain 
in weight, and immediate relief of pain caused it 
to be the operation of choice. The sacrifice of gastric 
digestion was not thought to be a serious incon- 
venience. 

However, although the Pélya gastrectomy re- 
lieves the pain and vomiting, it is followed in some 
instances by a marked tendency toward anemia, 
especially in patients who are anamic at the time 
of the operation because of repeated pre-operative 
hamatemesis. 

Several cases of anaemia following gastrectomy, 
some with the typical blood picture of pernicious 
anemia, have been reported. Hurst believes that 
achlorhydria is not only a concomitant but also an 
essential predisposing cause of pernicious anamia. 
Following the Pélya gastrectomy, the achlorhydria 
is usually complete. 

The hemolysis of pernicious anemia is believed to 
be due to bacterial toxins produced in the intestinal 
tract under the conditions favorable to bacterial 
growth which are present with achlorhydria. Knott 
found that in 90 per cent of cases with a normal 
quantity of free hydrochloric acid in the gastric 
juice, the duodenal contents were sterile, whereas in 
cases of achlorhydria, they contained many organ- 
isms which had a tendency to be fecal in type. 

Miyagawa found that the pyloric glands, contain- 
ing few oxyntic cells, extend three-tenths of the 
distance from the pylorus to the cardia. After a 
transitional area 1 cm. wide, there is a large area 
of fundus glands rich in oxyntic cells. The oxyntic 
cells are located chiefly in the body and central 
region of the stomach, and are scanty in the fundus 
proper and the pyloric regions. 

Morley believes that the Schoemaker modifica- 
tion of the Billroth I operation is a more physiologi- 
cal form of partial gastrectomy than the Pélya ‘ 
gastrectomy. ‘The operative technique is described 
in detail. 

In forty-seven cases in which Morley performed a 
Pélya gastrectomy for gastric ulcer there were three 
deaths, a mortality of 6.4 per cent. In five cases in 
which a Pélya gastrectomy was done for gastro- 
jejunal ulcer, there were no deaths. In sixty-eight 
cases in which a Schoemaker operation was done for 
gastric ulcer, there were two deaths, a mortality of 
2.9 per cent 

Of the deaths following the Pélya gastrectomy, 
two were due to leakage of the invaginated end of the 
duodenum and one was due to postoperative bron- 
chopneumonia. Of the two deaths following the 
Schoemaker gastrectomy, one was due to pneu- 
monia and the other, that of a man of poor physique, 
occurred a few hours after the operation from pul- 
monary oedema. In neither case did autopsy reveal 
any sign of leakage. 
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Roentgenographic examination following a Pélya 
operation shows the barium meal dropping through 
into the jejunum with practically no retention in the 
stomach. 

After the Schoemaker gastrectomy the barium 
passes through the stomach much more slowly than 
after the Pélya operation. The picture closely 
resembles the normal. In some cases there is even a 
normal duodenal cap. 

In the investigation of clinical results following 
gastrectomy by the Pélya and Schoemaker methods, 
the patients were questioned with regard to: (1) the 
return of pain or vomiting, (2) their appetite, and 
(3) their weight record. Of those who could be inter- 
viewed personally, Roberts examined the blood of 
both groups and performed fractional gastric analy- 
sis on the Schoemaker group only. In the Pélya 
cases only a little bile could be aspirated. An arbi- 
trary standard of anemia was set at less than 4,500,- 
ooo red cells or a haemoglobin value of less than 60 
per cent. Cases operated upon within six months are 
not included in this report. 

The results of the clinical and laboratory examina- 
tions, which are presented in tabular form, lead to 
the conclusion that the Pélya gastrectomy carries 
with it a serious liability to postoperative anemia 
attributable to achlorhydria resulting from the 
operation. The anemia was of the secondary type, 
but in some cases anisocytosis and poikilocytosis 
were present. 

After the Schoemaker operation, the patients are 
markedly free from evidence of anemia. ‘This type of 
gastrectomy has a lower mortality than the Pélya 
operation, gives better clinical results, and is a simp- 
ler operation to perform. It is radical in that it 
removes the ulcer-bearing area and the pyloric 
sphincter and permanently lowers the acidity, but 
it is also conservative in that it leaves a stomach with 
a function approaching the normal. 

The cases in which Morley performed a Pélya 
gastrectomy for gastrojejunal ulcer are too recent and 
too few to warrant conclusions as to the outcome, 
but the clinical results to date are excellent, prob- 
ably because of the radical reduction of the acidity. 

Test meals within six months after Schoemaker’s 
gastrectomy showed achlorhydria. Chloride esti- 
mations proved this to be due to the absence of 
secretion rather than to the neutralization of acid 
after its secretion. A repetition of the test on six of 
the achlorhydric patients with the injection of 1 mgm. 
of histamine subcutaneously to stimulate secretion 
showed a definite increase in chlorides in one and a 
secretion of acid in three. This indicates that the 
achlorhydria is due probably to a disorganization of 
the reflex or hormonal relations of the different parts 
of the stomach rather than to the diminution in the 
secreting surface. Analyses at longer intervals after 
the operation showed the secretory capacity to be 
largely or fully recovered. 

After the Pélya gastrectomy, test meals fail to 
give conclusive evidence as to whether or not the 
postoperative achlordydria is to be attributed to 


neutralization since as a rule only small samples are 
obtained from the stomach on account of the almost 
immediate emptying and these contain a consider- 
able proportion of bile which has a relatively high 
chloride concentration. E. S. Pratt, M.D. 


Millar, T. McW.: A Pedunculated Extragastric 
Leiomyoma of the Stomach with Hemorrhagic 
Degeneration. Brit. J. Surg., 1928, xvi, 323. 

The case reported was that of a man thirty-seven 
years of age who had been well until six months 
previously, when he suffered a brief attack of severe 
pain in the upper abdomen. Since then he had been 
well until two weeks before he was seen by the 
author, when he first felt “‘out of sorts’? and seemed 
paler than usual. 

On the morning of the first day of his illness he 
had eaten a hearty breakfast. ‘’wo hours later, 
while at work, he noted a vague discomfort in the 
epigastrium. This discomfort gradually increased. 
The patient stated that his stomach felt as though 
it were ballooned up with gas. He became nauseated 
but did not vomit. Four hours later, while straining 
at stool, he was suddenly seized with severe pain in 
the upper abdomen and fainted. During the next 
six hours the pain became increasingly more severe. 
When the patient’s physician first saw him, ten 
hours after the onset of the condition, definite rigid- 
ity and tenderness were present over the upper half 
of both recti. A diagnosis of leaking gastric or duo- 
denal ulcer was made. 

At operation, the abdomen was found filled with 
bright red fluid blood and a large, soft, cystic tumor 
was felt in the lesser sac, fixed to the posterior wall. 
During manipulation, the cyst ruptured and old 
blood was evacuated. Several large dilated venous 
channels were found in the cyst wall, but no point 
of active bleeding could be discovered. The cyst 
hung by a thin pedicle from the posterior wall of the 
stomach 34 in. below the lesser curvature and almost 
opposite the mid-point of the latter. 

Total removal of the tumor was impossible be- 
cause of the dense adhesions to the posterior wall of 
the lesser sac. 

Microscopic sections revealed characteristic leio- 
myomatous areas in the cyst wall with considerable 
hemorrhage throughout. 

The case was particularly interesting because of 
the large amount of intra-abdominal haemorrhage 
associated with the tumor. 

SIANLEY H. Mentzer, M.D. 


Dunlop, D. M.: Examination of the Gastric Con- 
tents as an Aid to the Diagnosis of Carcinoma 
of the Stomach. Edinburgh M. J., 1928, xxxv, 497. 


An analysis of the gastric contents was made in 
ninety-three cases. In seventy-five, it was done by 
the fractional method, in fifteen by Ewald’s one- 
hour method, and in three by examination of the 
resting juice. The results of the various tests are 
presented in tables. The author draws the following 
conclusions: 
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1. Gastric carcinoma may be diagnosed or ex- 
cluded in the vast majority of cases by examination 
of the stomach contents alone. 

2. The significant findings in the diagnosis of 
this disease are the presence of achlorhydria, lactic 
acid, blood, and evidences of stagnation. 

3. The absence of free acid and the presence of 
lactic acid are found in the majority of cases of 
gastric carcinoma, and such a finding probably 
occurs in no other condition. 

4. The absence of lactic acid in gastric contents 
which show no free acid or the discovery of free 
hydrochloric acid in large quantities makes the 
presence of gastric carcinoma improbable. 

5. The absence of free acid and the presence of 
lactic acid may not be evidence of an advanced 
stage of carcinoma. 

6. Lactic acid found in the stomach is not in- 
variably caused by the fermentation of the gastric 
contents. It may be sarcolactic acid produced by 
the tissues involved by the growth. 

7. The Congo-red and dimethyl tests for free 
hydrochloric acid are not trustworthy as they do 
not indicate small quantities of free hydrochloric 
acid. 

8. When the agent is freshly prepared, Gunz- 
berg’s test is a reliable indicator of the presence of 
free hydrochloric acid. 

9g. Uffelmann’s test for lactic acid is valueless as 
it reacts to many other substances in the gastric 
contents. 

10. MacLean’s test for lactic acid is simple and 
trustworthy. J. Frank Doucury, M.D. 


MacCarty, W. C.: Early Cancer of the Stomach. 
J. Cancer Research, 1928, xii, 1. 

Textbooks usually describe cancer of the stomach 
in its classical advanced stage, not in its earliest 
stages. Small gastric cancers are rarely seen at au- 
topsy, and during life do not give signs or symptoms 
by which they may be differentiated from chronic 
gastric ulcer, duodenal ulcer, or, sometimes, gall- 
bladder disease. In his experience with 3,374 
gastric lesions, the author has never seen a small 
cancer that was not in the border of a chronic ulcer. 

Clinical experience with the stomach is similar to 
that with the breast. Twenty years ago chronic 
mastitis was thought to be related to mammary 
cancer. There are two possibilities. The chronic 
inflammatory condition may be a direct factor 
causing the cancer, or the two conditions may be so 
closely associated and so often present together that 
it is frequently impossible to differentiate one from 
the other without biopsy. The first supposition may 
or may not be true. The second is true. Between 
1907 and 1912, breasts removed by the surgeon 
showed malignant changes more frequently than 
they showed benign lesions. Since 1912, the benign 
lesions of the breast have outnumbered the malig- 
nant lesions, the clinical difficulties in diagnosing 
malignancy of the breast have increased 100 per 
cent, the size of mammary cancers is smaller, the 


relative number of cases with glandular involvement 
is smaller, and the postoperative longevity is in- 
creased. 

As it took time to perfect X-ray technique, it was 
not until 1923 that benign lesions of the stomach 
were found to exceed the malignant lesions. By 
fluoroscopy it is now possible to locate even a small 
gastric ulcer, but we cannot tell whether it is a simple 
ulcer or an ulcer showing early malignancy. Within 
eleven years, 12.5 per cent of the patients with a 
diagnosis of “early carcinoma” in chronic gastric 
ulcers have died of carcinomatous recurrences, but 
none of those with a diagnosis of “secondary 
cytoplasia” are known to be dead of cancer al- 
though 7.5 per cent of them are dead of unknown 
causes. Of all the chronic gastric ulcers resected or 
excised and studied at the Mayo Clinic in the last 
eleven years, 9.7 per cent have shown either second- 
ary cytoplasia alone or in combination with the 
stage called ‘early carcinoma.” 

These facts do not show that cancer arises in 
gastric ulcers, but they demonstrate that chronic 
gastric ulcer is the common site of our smallest 
cancers. Until we find some serological] or other test 
for the earliest stages of cancer, early cancer of the 
stomach cannot be recognized without exploration 
and microscopic examination of chronic gastric 
ulcers. 


Poate, H., and Inglis, K.: Ganglioneuromatosis of 
the Alimentary Tract. Brit. J. Surg., 1928, xvi, 


221. 


The authors report a case of ganglioneuromatosis 
of the alimentary tract in a man thirty years of age. 
The patient was admitted to the hospital com- 
plaining of flatulence, fullness and discomfort in the 
epigastrium, and pain behind the right shoulder. 
There was a history of fullness and pain in the right 
side of the abdomen. The pain was worse when the 
patient was constipated. Constipation had de 
veloped over a period of two years. 

Physical examination revealed nothing abnormal 
other than a peculiar fullness in the right side of the’ 
abdomen. There was no tenderness. Barium-meal 
examinations of the stomach and duodenum showed 
signs of chronic duodenal ulcer. No further exam- 
ination of the intestinal tract was made. 

Operation revealed a chronic ulcer in the duode- 
num and a large soft mass distending the caecum and 
ascending colon. ‘The mass was resected, a lateral 
anastomosis between the ileum and transverse colon 
was performed, the duodenal ulcer was oversewn, 
and a posterior gastrojejunostomy was done. ‘The 
patient made an uninterrupted recovery, and when 
he was seen eighteen months later was free from 
symptoms. 

Gross examination of the external surface of the 
specimen, which consisted of the terminal ileum, the 
appendix, cacum, and ascending colon, showed no 
abnormality, but when the specimen was opened, 
two firm nodules about 1 cm. in diameter were 
found projecting 4 cm. into the lining of the ileum 
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at a point 3 cm. from the ileocecal juncture. The 
nodules were covered by apparently intact mucous 
membrane. ‘The appendix was uninvolved. The 
cxcum contained two irregularly rounded tumor 
masses 4 and 1.5 cm. respectively in diameter. 
Apart from these masses, quite two-thirds of the 
wall of the cecum was diffusely thickened by neo- 
plastic tissue, averaging 1 cm. from mucous to 
serous surfaces, The ascending colon contained the 
main growth, which extended 20 cm. up the colon 
and consisted of lobulated tumors involving about 
nine-tenths of this portion of the bowel. The three 
largest masses measured about 10 by 5 cm. and pro- 
jected from 3 to 4 cm. into the lumen. The mucosa 
was apparently intact. 

Microscopically the tumors consisted chiefly of 
fibrocellular tissue in which little resemblance to 
nerves could be detected. In places they were com- 
posed mainly of enlarged and abnormal nerve- 
trunks. ‘They were situated within the circular 
muscle of the bowel in the region of Meissner’s 
plexus. Some of the growth extended into the 
muscularis mucosw. Ganglion cells showing de- 
generative changes were present in large numbers. 
‘The mucous membrane showed a marked inflamma- 
tory reaction in which a large number of eosinophiles 
were conspicuous. The inclusion of adipose tissue 
in the growth was evident. The thickened walls of 
the vessels were either inflammatory or of neo- 
plastic origin. 

Roman and Arnold have suggested that the tumor 
is made up of nerve-fiber cells of Schwann, the 
inference being that the tissue is epiblastic instead 
of mesoblastic in origin as has been previously be- 
lieved. 

The article contains a plate showing the gross 
specimen and five photomicrographs of parafiin sec- 
tions stained with hamatoxylin and eosin. 

J. Epwin Kirkpatrick, M.D. 


Warren, R.: Cancer of the Intestine. Lancet, 1928, 
CCXV, 493- 

This report is based on sixty-nine cases of cancer 
of the bowel, excluding the rectum, in which the 
diagnosis was verified at operation. ‘The youngest 
patient was a boy fifteen years of age, and the 
oldest a man of seventy-eight years. The site of the 
lesion was between the caecum and the hepatic 
flexure in twelve cases, in the transverse colon in 
four, in the splenic flexure or descending colon in 
twenty, and in the sigmoid in thirty-one. 

One of the symptoms most suggestive of intestinal 
cancer is irregular action of the bowels of recent 
origin in a middle-aged or elderly person who 
previously has had normal bowel action. 

In fifty-seven of the cases reported, preliminary 
drainage by colostomy or lateral anastomosis was 
done. In the twelve others, the operation was 
primary excision and anastomosis. ‘The best site 
for a colostomy is the cawcum. End-to-end anas- 





tomosis has given the author better results than the 
Josern K. Narat, M.D. 


lateral method. 


Slesinger, E. G.: An Enteric Cyst of Large Size in a 
Boy. Brit. J. Surg., 1928, xvi, 333- 

The case reported was that of a boy seven years of 
age who had had attacks of gripping generalized 
abdominal pain associated with vomiting at inter- 
vals of about six months for four years. Under 
treatment with rest and starvation he recovered 
from these attacks in three or four days. 

Ixamination revealed an abdominal tumor a little 
to the left and below the umbilicus. 

At operation, the tumor was found to be an enteric 
cyst situated about 8 ft. above the ileocewcal valve. 
‘The intestine was resected with the mass and an 
end-to-end anastomosis was done. Good recovery 
followed. 

The article contains a colored illustration of the 
resected intestine and attached cyst. 

Care R. STEINKE, M.D. 


Cutting, R. A.: The Relative Mechanical Strength 
of Enterostomies Performed with and without 
Clamps: An Experimental Study. Arch. Surg., 
1928, xvii, 658. 

The author found that, weight for weight, the 
jejunum of the female dog is slightly stronger than 
that of the male dog. 

The strength of enterostomies performed by both 
clamp and clampless techniques was about one- 
third that of normal intestine immediately after the 
enterostomy, then progressively decreased for three 
days, then rapidly and progressively increased up 
to, or exceeding, the strength of normal intestine by 
the tenth day, then suddenly fell again to about 
50 per cent of the strength of the intact intestine 
on the eleventh day, and again increased on the 
twelfth day. 

Enterostomies performed by either method 
showed marked variations in strength on all post- 
operative days, up to and including the twelfth day. 
Even though the operative technique was kept as 
constant as possible and postoperative care was the 
same in all cases, variations exceeding 100 per cent 
were noted frequently in the first three or four days 
and variations of from 50 to 75 per cent were com- 
mon throughout the entire twelve days. 

Artuur L. SurerrLer, M.D. 


Hurst, A. F., and Stewart, M. J.: Jejunal and 
Gastrojejunal Ulcers. I. Etiology and Pathol- 
ogy. II. Symptoms and Diagnosis. Lancet, 1928, 
CCXV, 742, 805. 

The authors emphasize that jejunal ulcer is a fre- 
quent and dangerous sequel of gastrojejunostomy, 
particularly when the anastomosis is performed for 
duodenal ulcer. They are of the opinion that its 
incidence is much greater than is generally believed. 

In a consecutive series of 10,300 autopsies per- 
formed at Leeds there were 131 cases in which 
gastrojejunostomy had been performed for a non- 
malignant lesion. In 46 cases in which death had 
occurred within ten days after the operation, there 
was no gastrojejunal ulceration. Among 41 cases 
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in which death had occurred from ten days to two 
months after the operation, there were 2 cases of 
acute jejunal ulceration and 1 case of acute gastro- 
jejunal ulceration. In 2 cases in which death had 
occurred two and six months respectively after the 
operation there was no secondary ulceration. Of 42 
cases in which at least nine months had intervened 
between the operation and the patient’s death, 
jejunal or gastrojejunal ulcers were found in 52 per 
cent. 

Regarding the recurrence of jejunal ulceration 
following conservative surgical procedures, Hurst and 
Stewart state that this was found 4 times in 22 cases 
in the Leeds series and 8 times in 44 cases in the 
New Lodge series. The presence of free hydro- 
chloric acid and infection (focal and local) are men- 
tioned as factors concerned in the pathogenesis of 
these lesions. 

In about 20 per cent of the cases, the gastroje- 
junal or jejunal ulcer appears to develop imme- 
diately after the operation. The symptoms are simi- 
lar to those of the original duodenal ulcer, but the 
time of onset of the pain is more irregular and is 
generally earlier after meals. The pain is less 
completely relieved by food or sodium bicarbonate 
and is usually felt on a level with the umbilicus, 
generally to the left of the midline. Vomiting is 
rare. Hemorrhage occurred in 21 of 43 cases of 
anastomotic ulcer. In only 1 of 22 autopsy cases 
was it the immediate cause of death. In 84 per cent 
of another series, occult blood was found in the 
stools. Examination of the gastric contents in 38 
cases showed hyperchlorhydria in one-third-and high 
normal values in 40 per cent, despite the gastroje- 
junostomy. While the majority of anastomotic 
ulcers are difficult to demonstate roentgenograph- 
ically, it is frequently possible, under the fluoroscope, 
to palpate a point of tenderness strictly localized to 
the stoma or to some point within the first 4 in. of 
the efferent jejunal limb. 

In conclusion the authors state that the pos- 
sibility of jejunal ulceration should always be con- 
sidered when symptoms develop after gastroje- 
junostomy. In the differential diagnosis the lesion 
must be distinguished from persistence or recurrence 
of a duodenal or gastric ulcer, chronic appendicitis, 
gall-bladder disease, and carcinoma supervening 
upon an unhealed gastric ulcer or originating at the 
stoma. Jacosp M. Mora, M.D. 


Robertson, W. E.: Jejunocolic Fistula. J. Am. Al- 
Ass., 1928, xci, 1259. 

The author states that up to 1924 the Mayo 
Clinic figures showed 6,214 gastro-enterostomies for 
both duodenal and gastric ulcer. In 88 (1.41 per 
cent) of the cases, a marginal ulcer developed. Ten 
(11.36 per cent) of the 88 patients later developed 
a jejunocolic fistula. Therefore the incidence of 
jejunocolic fistula in a series of 6,214 gastro-enteros- 
tomies performed at the Mayo Clinic was 0.16 per 
cent, and the incidence of marginal ulcer, 1.41 per 
cent. 


Gastrojejunal ulcer is always persistent and has 
a tendency to perforate; hence its relation to the 
formation of fistulous tracts. Many marginal ulcers 
escape notice in general practice unless they give 
rise to fistula. Although improvement in the opera- 
tive technique, including the abandonment of non- 
absorbable suture material, has materially lessened 
the incidence of marginal ulcer and therefore of 
gastrojejunocolic fistula, it is wise to regard every 
case in which a gastro-enterostomy has been done 
as a potential case of marginal ulcer or fistula. 

According to Moore and Marquis, the causes of 
marginal ulcer are infection from the primary ulcer, 
some other intra-abdominal lesion, or a distant focus 
of infection; trauma at operation; the use of non- 
absorbable suture material; and persistent hyper- 
chlorhydria. The ulcer is usually small and may 
be mucous, penetrating, or perforating. The most 
frequent complication is a fistulous opening into the 
colon. From the X-ray standpoint, the indirect 
signs are gastric retention, enlargement of the stom- 
ach, hyperperistalsis, gastric spasticity and duodenal 
retention. The direct signs are deformity about the 
stoma, narrowing and irregularity of the jejunum, 
a scant flow through the opening, and fixation at 
the site of the anastomosis. 

Verbrugge distinguishes four stages in cases of 
fistula: 

1. The development of the primary ulcer. 

2. A period of relief following gastro-enterostomy. 
This ranges from one week to ten years, but as a 
rule is from six months to a year. In the Mayo 
series, the minimum was three weeks and the maxi- 
mum ten and a half years. 

3. A period of progress of the marginal ulcer. 
Fistula may develop without ulcer formation. 

4. The fistula period, ranging from two and a half 
months to twelve years. In the Mayo cases it 
ranged from nine months to five years and four 
months. Among the most common signs are diar- 
rhoca which is more or less sudden in onset and 
sometimes lienteric. Loss of flesh is constant. Pain, 
nausea, foul eructations, and vomiting, are variable. ‘ 
In the majority of cases there is pain. Dehydration 
occurs when the condition has been present for some 
time. Apparent obstruction of the colon in a pa- 
tient who has had a gastro-enterostomy should 
always suggest the possibility of fistula. 

Antuony F. Sava, M.D. 


Bargen, J. A.: Ulcerative Colitis. J. Am. M. Ass., 
1928, xci, 1170. 

The evidence at hand indicates that chronic 
ulcerative colitis is an infectious disease due to a 
diplostreptococcus of characteristic morphological 
and biological properties. That it is a definite dis- 
ease entity is no longer open to question. 

The author emphasizes the importance of a procto- 
scopic examination in all cases of rectal bleeding and of 
careful roentgenological investigation with a barium 
enema in suspected cases of ulceration of the colon 
since by such procedures the disease can be distin- 
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guished from other types of colonic ulceration and 
treatment can be instituted early with possible 
avoidance of some of the serious complications. 

The treatment of chronic ulcerative colitis is of 
interest to all physicians. It requires patience and 
careful observation over periods of months. If the 
patient is not kept under constant surveillance, he is 
apt to drift from one physician to another and may 
eventually consult a quack. The treatment should 
be primarily medical. Surgery should be limited to 
complications or used as a life-saving measure in the 
case of patients who are failing progressively or 
whose condition shows no improvement after long- 
continued medical treatment. 


McKendrick, J. S., Kerr, J. M. M., and Young, A.: 
Discussion on Diverticulitis. Glasgow M. J., 
1928, CX, 193. 

McKENprRICK discusses diverticulitis from the 
general practitioner’s point of view. 

Diverticulosis with its terminal stage of diverti- 
culitis is not an uncommon disease. Spriggs found 
diverticula present in 10 per cent of cases in which 
an X-ray examination of the intestines was made 
after a barium meal. In only 12 per cent of these 
cases were there signs of diverticulitis. When the 
Marxer method is employed, 120 gm. of barium 
sulphate are given in 500 c.cm. of buttermilk or 
malted milk, and when, for the enema, from 400 to 450 
gm. of barium sulphate are used to 2 pt. of warm 
buttermilk, the solution finds its way easily through 
the neck of the diverticulum. Different parts of the 
sigmoid are viewed in profile by oblique and lateral 
views. 

Diverticula develop chiefly in the descending 
colon and sigmoid. The diverticular state of the 
bowel is undoubtedly due to bacterial invasion of 
the intestinal wall. The primary focus of infection 
may be an apical abscess, spondylitis, or a septic 
condition anywhere in the body. The streptococcus 
hiemolyticus has been found in the faces. The 
X-ray shows the colonic wall to be irregular in all or 
a part of its circumference. There is interference 
with haustration and segmentation, and the bowel 
may become spastic. The irregularity due to weak- 
ening of the walls gradually gives rise to small 
hernial protrusions which at first are very minute 
and situated between the longitudinal bundles at 
the entrance and exit of the small blood vessels. 
These small pouch-like sacs or protrusions are true 
hernix. As the result of pressure or constipation, the 
muscular walls of the diverticulum gradually dis- 
appear until the hernial sac is formed by only the 
mucosa and serosa. The diverticula are frequently 
present in the appendices epiploice. They vary 
greatly in number. Their size varies according to 
the duration of the pathological condition. At first 
small, they gradually enlarge from internal pressure 
until they resemble Meckel’s diverticulum. The 
presence of these diverticula causes the condition 
known as diverticulosis. Faecal matter finds its way 
into the pouches and fecoliths are formed. Foreign 


bodies have been found in the diverticula. Diverti- 
culitis is preceded by the diverticular state and 
diverticulosis. 

Certain pathological changes may take place in a 
fully developed diverticulum. An acute catarrhal 
condition often develops, which may lead to the 
formation of adhesions to neighboring structures, 
gangrene and perforation resulting in general peri- 
tonitis, the formation of an abscess with adhesion 
to the bladder, ovaries, or uterus, or the formation 
of a fistula opening into these hollow viscera. Again, 
a more chronic condition may develop, a_peridi- 
verticulitis leading to a palpable tumor mass on the 
left side and intestinal obstruction with general 
toxemia. 

The disease is most common after the fiftieth year 
of age, and occurs more frequently in men than in 
women. Most of the subjects are obese and con- 
stipated. In the prediverticular state there is often 
pain in the abdomen, usually below the umbilicus 
and on the left side, which is not relieved by drugs, 
recurs often, and is associated with constipation and 
flatulence. Diverticulitis is characterized by con- 
stipation, pain in the left side, tenderness, rigidity 
of the rectus muscle, distention, frequent micturition, 
fever, leucocytosis, and, in the roentgenogram, a 
typical irregular palisade-like appearance of the 
sigmoid with pouches or crescents along the sides of 
the bowel. The faces rarely contain blood. After 
rupture, the picture is that of peritonitis. ‘The 
palpable tumor mass is frequently diagnosed as a 
carcinoma of the bowel. 

In the treatment, the mouth should be kept clean, 
the teeth attended to, and all sources of infection 
removed. The diet should be of a lactovegetarian 
character, consisting of malted milk and an abun- 
dance of mashed and sieved vegetables and fruits. 
The bowels should be kept open with paraffin oil. 
Massage of the abdomen is unsafe. A few ounces of 
olive oil injected each night into the lower bowel and 
a saline enema about every third day are beneficial. 
When signs of obstruction develop, a colostomy, 
short-circuiting operation, or resection should be 
done. 

Kerr discusses the clinical manifestations of diver- 
ticulitis in women. He states that the condition is 
encountered in both an acute and a chronic form. 

One of Kerr’s first cases of diverticulitis was op- 
erated upon under the diagnosis of ovarian cyst. 
After opening the abdomen, Kerr concluded that he 
was dealing with a malignant tumor of the bowel. 
The abdomen was therefore promptly closed and an 
unfavorable prognosis given. Several years later the 
patient’s physician reported that the patient had 
entirely recovered from her pelvic discomfort and 
felt quite well. In another case, Kerr resected the 
colon under the impression he was dealing with a 
carcinoma. 

Kerr reports a case of infected diverticulum 
which produced chronic inflammation with thicken- 
ing of the sigmoid and rectum simulating a malignant 
tumor, a case of large perirectal effusion simulating 
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an ovarian tumor, and a case of pelvic abscess due to 
diverticulitis. 

In many cases of diverticulitis, recovery results 
from bed rest, regulation of the bowels, and a suit- 
able diet. In others, surgical treatment is necessary. 
Surgical treatment is much simpler and safer in the 
female than in the male because, in the female, 
drainage can be established through the posterior 
vaginal fornix. 

YOUNG reports the case of a woman fifty-three 
years of age who sought treatment because of symp- 
toms of partial and increasing intestinal obstruction. 
Examination revealed a tumor in the lower part of 
the abdomen on the left side. A diagnosis of car- 
cinomatous stricture of the sigmoid or pelvic colon 
was made. Operation revealed a large fixed mass 
involving the sigmoid loop and swollen appendices 
epiploice. A colostomy was performed. Two years 
later the patient was quite well and had gained 
weight. Eleven years later she was stillin good health. 

Cases of intestinal diverticulosis are divided into 
the following groups: 

Group 1. Cases of simple diverticulosis with little 
or no infection and no symptoms. As a rule this 
condition is overlooked entirely. A course of sys- 
tematic colonic lavage will keep the pouches open 
and wash out the faecal impactions. 

Group 2. Cases with a more advanced stage of 
the same pathological changes with infection super- 
vening in the diverticula. 

Group 3. Cases in which the infection has passed 
beyond the walls of the diverticula and a local or 
general peritonitis, pelvic abscess, salpingitis, 
fistula, or abscesses may be present. The infection 
may spread retroperitoneally and cause a_peri- 
nephritic abscess. 

Group 4. Cases with progressive development of 
partial to complete intestinal obstruction with one 
or more large diverticula. 

Group 5. Cases in which a diverticulum not only 
simulates a carcinoma of the sigmoid but may be 
the antecedent stage of cancer. In the opinion of the 
Mayos, carcinoma develops in 25 per cent of cases 
of diverticulitis. 

MAILER reports that in a series of 500 autopsies, 
diverticula were found in 34 cases and in practically 
every instance the site of the lesion was the sigmoid. 
Approximately 1 patient in 8 over forty-five years of 
age had diverticulosis of the large bowel. 

For X-ray examination, Mailer regards the barium 
enema as the method of choice. 

Joun W. Nuzum, M.D. 


Bargen, J. A.: Chronic Ulcerative Colitis Associated 
with Malignant Disease. Arch. Surg., 1928, xvii, 
561. 


The term ‘“‘chronic ulcerative colitis” has come to 
mean a definite disease entity which presents char- 
acteristic clinical, pathological, proctoscopic, and 
roentgenological changes. 

The disease is a severe infection of the colon and 
carries with it serious complications and sequel, 


such as polyposis, perforation, stricture, hamor- 
rhage, perirectal fistula and abscess, arthritis, and 
malignancy. 

Of the patients with chronic ulcerative colitis who 
presented themselves at the Mayo Clinic in the pe- 
riod between 1916 and 1927, inclusive, malignant 
disease was superimposed on the colitis in 20. 

The paucity of reports in the literature on malig- 
nant disease of the colon developing in persons with 
chronic ulcerative colitis is noteworthy. Struthers 
emphasized the relationship of chronic ulcerative 
colitis and polyposis and suggested that malignant 
disease may follow these conditions. Hewitt and 
Howard made similar observations. Wheeler be- 
lieves that polyposis occurs as a result of chronic 
ulcerative colitis. Helmholz suggested that Virchow 
and Rokitansky may have described the terminal 
stage of chronic ulcerative colitis. Soper’s work on 
multiple polyposis of the colon has been illuminating. 
At the Mayo Clinic, the development of polyps has 
been noted proctoscopically in the course of pro- 
gressing as well as healing chronic ulcerative colitis. 
Logan found polyps in 19 of 117 cases. Later the 
author noted them in 26 of 200 cases. 

The various reports in the literature, the fre- 
quency with which polyposis has occurred in the 
series of cases of chronic ulcerative colitis at the 
Mayo Clinic, and the simultaneous occurrence of 
polyps and carcinoma in the diseased colon suggest 
that in some cases of malignant disease of the colon 
the sequence is: (1) chronic ulcerative colitis, (2) 
multiple polyposis, and (3) malignant disease. 

Malignant disease superimposed on chronic ulcer- 
ative colitis has a grave prognosis. Whenever a sud- 
den change for the worse is noted, further procto- 
scopic and roentgenological investigations should be 
made. Operation yields discouraging results even if 
the malignant condition is discovered fairly early. 
Therefore medical treatment must be considered. 
The only hope, it seems, is preventive treatment, that 
is, the cure of the colitis and the removal of the polyps. 


MacFarlane, J. A.: Submucous Lipoma of the’ 
Colon: Report of a Case. Arch. Surg., 1928, 
xvii, 627. 

The author reports a case of submucous lipoma of 
the colon in which operation was performed follow- 
ing a diagnosis of carcinoma. The rarity of lipoma 
of the colon is evident from the fact that, according 
to Moore, only 6 cases were found in 44,654 opera- 
tions performed at the Mayo Clinic. MacFarlane 
states that it is very difficult to make a diagnosis of 
lipoma or any other benign tumor of the large bowel 
previous to operation, and that all tumors of the 
colon of the polyp variety should be regarded as 
malignant until they are proved benign. 

ARTHUR L,. SHREFFLER, M.D, 


Koster, H., and Weintrob, M.: The Blood Supply 
to the Appendix. Arch. Surg., 1928, xvii, 577. 


This article reports a study of the arteries of 100 
human appendices, normal and pathological, which 
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were removed from persons in the first to seventh 
decades of life, inclusive. The appendicular artery 
was injected with a barium sulphate-gelatine sus- 
pension of known viscosity. The apparatus for 
making the injections is described in detail. 

Macroscopic observations on the blood supply to 
the normal appendix show that the arterial tree is 
remarkably constant in its architecture. The blood 
supply is divided into two layers, the deeper being 
the richer. There is absence of a distinct blood 
supply to the mucosa. The appendicular branches 
of the second, third, and subsequent orders have a 
remarkable corkscrew and spiral character. The 
richness and profuse anastomosis of the blood supply 
of the appendix are striking. 

Inflammations of the appendix are consistently 
paralleled by changes in the course and character 
of the blood vessels. When the pathological changes 
in the blood supply have progressed to vascular 
obliteration, complete return to normal is hardly 
to be expected. Joun W. Nuzum, M.D. 


Farr, C. E., and Brakeley, E.: Appendicitis in Chil- 
dren. An Analysis of Cases from St. Mary’s 
Free Hospital for Children and the First Sur- 
gical (Cornell) Division of the New York Hos- 
pital. Surg. Clin. N. Am., 1928, viii, 1193. 


Appendicitis is usually considered to be less fre- 
quent in children than in adults, but no doubt a 
large number of minor attacks in infants and young 
children are entirely overlooked or incorrectly 
diagnosed. 

In the young, a crippling of the appendix due to 
abnormality of its position and bands and kinks 
around the cacum not of inflammatory origin is 
relatively common. ‘This condition should not be 
confused with chronic appendicitis due to definite 
inflammation of the appendix. In examinations of 
the appendix in children at operation and autopsy, 
a high incidence of serious involvement has been 
found. In many instances this involvement occurred 
with few or no clinical signs. 

The diagnosis of appendicitis is more complicated 
in the cases of children than in those of adults be- 
cause of the difficulty in the former of eliciting an 
accurate history. Appendicitis must be differentiated 
from simple colic, pyelitis, intussusception, cyclic 
vomiting, tuberculous peritonitis, and retroperi- 
toneal lymphadenitis. It is best to advise operation 
whenever there has been an attack at all suggestive 
of appendicitis. 

The progress of appendicitis is very little more 
rapid in children than in adults. Examination of a 
small child or infant is best done while the patient 
is asleep. 

In a review of 2 series of cases of appendicitis in 
children, totaling nearly goo cases, the authors 
found that the condition occurred with about equal 
frequency in girls and boys. Acute appendicitis was 
most common at the fourteenth year of age, and 
chronic appendicitis most common at the fifteenth 
year. The mortality was 5.9 per cent in one series 


and 7.5 per cent in the other. All of the deaths but 
1 were due to toxamia from spreading peritonitis. 
The average interval between the appearance of the 
symptoms and the operation in the 2 series was two 
and seven-tenths and two days respectively. Vomiting 
occurred in all except 3 cases. A cathartic had been 
given in very few instances. 

In the acute cases, the mortality depended chiefly 
upon: (1) the severity of the attack, (2) the time at 
which operation was performed, and (3) whether or 
not a cathartic had been given. 

In 1 series of cases the McBurney incision was 
used about twice as frequently as the right rectus 
incision and in the other series the right rectus in- 
cision was used about twice as frequently as the 
McBurney incision. The right rectus incision is to 
be preferred as it gives better exposure and allows 
more complete abdominal exploration. 

Of the cases in which drainage was necessary in 
the first series, rubber dams and cigarette drains 
were used in 75 per cent. In the second series, the 
Mikulicz type of drain was used most frequently. 

Chronic cases made up 16 and 25 per cent respec- 
tively of the total number of cases in each series. 
In the chronic cases in the first series, there was 1 
death, and in 10 per cent the appendix was normal. 
In the chronic cases in the second series there were 
no deaths, and in 5 per cent the appendix was normal. 
In some of the cases in which microscopic examina- 
tion showed the appendix to be normal there were 
adhesions, kinks, or concretions which accounted for 
the symptoms. Complications were present in 23 
per cent of the cases. ‘ 

In approximately 65 per cent of the cases, no 
perforation had occurred, yet in 27 per cent of these, 
drainage was established. 

Abscesses were found at operation in 12 per cent 
of the cases of the first series and 17 per cent of those 
of the second series. In the first series, the mortality 
in the cases with abscess was 8 per cent, and in the 
second series, 2 per cent. 

In the first series, spreading peritonitis developed 
in 18 per cent of the cases and was responsible for a 
mortality of 42 per cent. In the second series, it 
developed in 16 per cent, causing a mortality of 27 
per cent. 

In the first series, the most common complica- 
tions besides peritonitis and abscess formation were 
wound infection and pneumonia, and in the second 
series, wound infection and pelvic abscess. 

The incidence of sequela was about the same in 
both series. The chief sequela was postoperative 
hernia. Cyrit J. Giaspet, M.D. 


Bancroft, F. W.: Acute Appendicitis, with a Refer- 
ence to the Advances in Treatment During the 
Last Ten Years and the Possible Progress for 
the Ensuing Ten Years. Surg. Clin. N. Am., 
1928, viii, 977. 

Bancroft compared the mortality and complica- 

tions of cases of acute appendicitis treated in 1917 

and 1927 to determine what advances have been 
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made during the past ten years and what improve- 
ment we may expect in the mortality and morbidity 
statistics in the future. 

The mortality was practically the same in the two 
series, namely, 4 per cent. It averaged 0.8 in cases 
without a peritoneal reaction and 17 per cent in cases 
with acute diffuse peritonitis. 

The first advance made during the last ten years 
was a decrease in the incidence of postoperative 
hernia in cases in which drainage was established. 
This was accomplished by suturing the peritoneum 
about the drain and leaving the remainder of the 
wound wide open but loosely packed with gauze, a 
procedure which helps to prevent sloughing of the 
fascia. The formation of hernia is favored by poor 
musculature and lowered resistance. 

The second advance was jejunostomy for me- 
chanical or paralytic ileus. 

The third important step was the intravenous 
or subcutaneous use of hypertonic saline solution 
for obstruction. 

During the past ten years there has been no 
marked decrease of the mortality in cases of peri- 
tonitis or abscess. 

For the reduction of the mortality it is necessary 
that physicians diagnose appendicitis early and refer 
cases immediately for operation. An expert anas- 
thetist, trained to induce either general or local 
anesthesia, should always be at hand for emergency 
cases. A duodenal tube inserted through the nose 
into the stomach or duodenum at the time of opera- 
tion will eliminate vomiting and peristalsis, thus 
helping to control the spread of infection. - Supra- 


, pubic drainage of the cul-de-sac through a small 


incision prolongs the operation very little and is of 
value especially in cases with pelvic collections. 
The use of hypertonic saline solution for ileus and 
repeated transfusions for sepsis will help the patient 
to overcome toxemia. 

The abdominal incision of choice is still disputed. 
The McBurney incision has the disadvantage that 
it does not afford a satisfactory exposure for difficult 
dissection unless the surgeon is fully acquainted 
with the various methods of extending the incision. 
The right rectus incision permits better exposure of 
the cecum and appendix, but frequently trauma- 
tizes the deep epigastric vessels, destroys the nerve 
supply of the rectus muscle, and renders drainage 
faulty by allowing the tube to cross the terminal 
ileum. In the cases reviewed, postoperative hernia 
was more common when the rectus incision was 
used than when the McBurney incision was em- 
ployed. In general, the McBurney incision is re- 
commended. 

When the appendiceal stump is inverted, care 
should be taken to ligate a small vessel which travels 
along the cacum to the base of the appendix, thus 
preventing secondary bleeding into the bowel. If 
the cecal wall is indurated, no attempt at inversion 
should be made. 

Cigarette drains are preferable to tubes as tubes 
are more rigid and seem more prone to create 


necrosis with the formation of a fecal fistula. ‘Two 
cigarette drains are used and one is removed at the 
end of twenty-four hours since after that length of 
time drainage will occur in the tract adjacent to 
the remaining drain. 

After the operation the author’s patients are 
placed in a high Fowler position and given tap 
water by rectum. If a duodenal tube is in place, 
they are encouraged to drink water. The occurrence 
of vomiting when the duodenal tube is in place is 
evidence that the tube is occluded. During the first 
forty-eight hours the author gives enough morphine 
to abolish pain and diminish peristalsis. 

Cyrit J. GLasrer, M.D. 


Moore, A. B.: Diseases Affecting the Distal Half of 
the Colon. J. Am. M. Ass., 1928, xci, 1094. 


Most diseases of the colon, when advanced, give 
rise to pronounced and diagnostic roentgenological 
signs. Early lesions are less emphatic in their mani- 
festations, less easily discovered, and more diflicult to 
distinguish from each other than equivalent lesions 
of the stomach. ‘The stomach is comparatively 
small and can be inspected from every angle. It has 
definite motor activities which are altered by dis- 
ease, and even minute deformities in its contour 
are usually significant of disease. On the other hand, 
the colon is many feet in length and is difficult to 
study from different angles. It seldom evinces any 
definite motor phenomena during the period of 
examination, and small irregularities of contour are 
likely to be meaningless. However, some of these 
handicaps can be offset and the diagnosis of colonic 
disease made more efficient by active coéperation of 
the roentgenologist, proctologist, and clinician. 

Among the roentgenologically demonstrable dis- 
eases that affect the distal portion of the colon, from 
the splenic flexure to the rectum, the three most 
common are diverticulitis, cancer, and ulcerative 
colitis. Of much less frequent occurrence are be- 
nign tumors, cicatricial strictures, tuberculosis, and 
Hirschsprung’s disease. 

Diverticula occur in every part of the alimentary 
canal, but are found most frequently in the colon, 
especially in the distal half. They are found in 
approximately 5 per cent of all patients examined 
with the X-ray. In most cases the sacculations 
are few, without symptoms, and without clinical 
significance. Often, especially in the sigmoid, they 
are numerous and become inflamed—diverticulitis 
and_ peridiverticulitis. ‘The inflammatory thicken- 
ing produces a corresponding narrowing of the 
barium-filled lumen of the bowel. ‘The margin of 
the narrowed lumen is likely to be serrated, and if a 
few diverticula, which appear as round or oval 
shadows projecting from the lumen, are also visible, 
the diagnosis can readily be made. If no diverticular 
shadows are manifest, the appearance may be 
difficult to distinguish from that of colonic spasm, 
cancer, or adhesions. 

Cancer is rather common in the distal colon. Its 
principal manifestations are a narrowing, deforming 
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defect in the barium shadow, with or without ob- 
struction to the enema. Scirrhous cancer often 
encircles the bowel, producing the stenotic, so- 
called napkin-ring form, and is easily recognized. 
Medullary cancers grow rapidly, ulcerate deeply, 
and deform the lumen grossly. At the site of the 
defect a mass can usually be felt. 

Chronic ulcerative colitis usually begins in the 
distal part of the bowel and progresses upward. 
When it is well advanced, the affected bowel, when 
filled with the barium enema, is narrow, devoid of 
haustra, and smooth and pipe-like or deeply con- 
stricted at intervals so that it resembles a string of 
sausages. Frequently the colon is contracted lon- 
gitudinally, the splenic flexure being thereby drawn 
downward. 


Kraske, H.: Operation for Cancer of the Rectum 
(Zur Operation des Mastdarmkrebses). Beitr. 2. 
klin. Chir., 1928, cxlii, 408. 


The purpose of this article is to show that in 
suitable cases the sacral operation yields as good 
permanent results as the present-day radical com- 
bined methods. The modification of the classical 
Kraske operation used at the Freiburg Clinic is as 
follows: 

With the patient in the prone position, a V-shaped 
skin incision is made along the borders of the 
sacrum. When amputation is to be done, the incision 
is extended downward toward the anus and the flap 
of skin and fat is turned upward. ‘The coccyx and 
sacrum are then resected, the rectum is exposed, 
the abdominal cavity opened, the sacral cavity 
cleaned out, and the rectum pulled down and re- 
sected as usual. Only when the proximal loop is 
short is it sutured circularly. Otherwise it is drawn 
through and after the operation is dilated with 
bougies. The peritoneum is closed only if the su- 
turing can be done easily. Adhesions form so fast 
that there is little danger of peritonitis. 

For from forty-eight to seven-two hours after 
the operation the wound is loosely packed with 
iodoform gauze. ‘The skin suture is usually omitted 
as the flap falls easily into place. If the intestinal 
stump is short, it is sutured into the left upper angle 
of the incision and later closed with bandages. If 
the stump is long, an incision is made in the gluteus 
maximus at the level of the left posterior superior 
spine of the ischium, a speculum is passed through 
the muscle into the operative wound, and the closed 
stump is drawn through the speculum so that it does 
not come into contact with the muscle and is then 
sutured to the skin. 

After this operation there is absolute muscular 
closure in the standing position. In the sitting 


position the anus opens by the pressure of the body 
and spreading of the legs. 

In a total of 500 cases of rectal carcinoma treated 
in this way at the Freiburg Clinic the operative 
mortality was 20 per cent. Recurrence developed in 
45 per cent, and a permanent cure resulted in 25 per 
WASSERTRUEDINGER (Z). 


cent. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Wilkie, A. L.: The Significance of Hepatitis in Rela- 
tion to Cholecystitis: An Experimental Study. 
Brit. J. Surg., 1928, xvi, 214. 

In the experiments reported, which were per- 
formed on rabbits, the gall bladder was dissected 
from its liver bed, separated from the liver by the 
interposition of omentum, and fixed in its new posi- 
tion by a suture. In one group of animals the cystic 
duct was ligated to exclude all lymphatic and blood 
connections between the gall bladder and its bed, 
care being taken not to include the vessels. In 
another group, the cystic duct was left intact. At 
the end of four months the animals which were used 
as controls showed no ill effects from this opera- 
tion, and when they were killed, necropsy showed no 
definite pathological changes in their gall bladders. 

In the experiments on the remaining animals 
prepared as described and on controls without 
separation of the gall bladder from its liver bed, 
streptococci from human cystic lymph glands drain- 
ing diseased gall bladders were injected in small 
numbers for six or seven weeks and the animals were 
killed at the end of four months. 

In both groups of experimental animals—those 
with and those without ligation of the cystic duct—a 
marked cholecystitis resulted, but the liver substance 
remained normal. ’ 

In the controls without separation of the gall 
bladder from the liver, the inoculation produced 
cholecystitis with marked hepatitis. 

The author draws the following conclusions: 

1. There is experimental evidence that the intra- 
mural gall-bladder lesion in cholecystitis precedes 
the common liver changes in that disease. 

2. The infecting organism probably reaches the 
gall-bladder wall by way of the blood stream. 

The article contains seven photomicrographs. 

J. Epwin Kirkpatrick, M.D. 


Diamond, J. S.: The Value of Routine Estimations 
of Blood Bilirubin. With a Report of 567 Cases, 
Including a Group of Unrecognized Toxic 
Hepatitis. Am. J. M.Sc., 1928, clxxvi, 321. 


In the latent state of icterus before evidence of 
clinical jaundice has appeared, most information is 
obtained from an estimation of the blood bilirubin. 
In a routine examination of chronic ambulatory 
patients with symptoms of digestive and nervous 
disturbances, a group of twenty-nine were found in 
whom hepatic derangement was indicated by a high 
blood bilirubin value corresponding to the latent 
stage of icterus. This condition represents a clinical 
entity which may be designated as hepatic toxemia, 
the result of chronic hepatitis. It may possibly be 
regarded as the precursor of chronic hepatic cirrhosis. 

Thirty-eight cases of cephalic and abdominal 
migraine were found to give high bilirubin readings 
in the latent stage, pointing to hepatic dysfunction 
as a contributory factor to this disorder. 
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In the large group of cases of cholelithiasis and 
cholecystitis, the test is of value only during the 
acute biliary attack, when it serves to differentiate 
the attack from other types of abdominal colic, 
including tabetic crises and angina pectoris. 

SAMUEL Kann, M.D. 


Fulton, W. S., and Sheppe, W. M.: Actinomycosis 
of the Liver. Virginia M. Month., 1928, lv, 443. 


The authors state that so-called primary actino- 
mycosis of the liver is rare. Its incidence in the 
United States is estimated at less than 0.7 per cent. 

This article reports a case of isolated actinomy- 
cosis of the liver in a white woman thirty-four years 
of age who gave a history of attacks of epigastric 
pain occurring over a period of two and a half years. 
The pain was associated with belching and flatulence 
and was followed by deep jaundice. Removal of the 
appendix had failed to give relief. At one time the 
gums were greatly swollen for three weeks following 
the extraction of a tooth. The patient had lost 65 
lbs., and the gastro-intestinal symptoms had become 
progressively worse. 

Examination revealed an indefinite mass in the 
epigastrium and enlargement of the liver. Labora- 
tory tests showed a secondary anemia and a leuco- 
cytosis of 13,800, but were otherwise negative. 

Exploration revealed a large liver with a solid, 
grayish-yellow mass, the size of an orange, in the 
middle lobe. Sections of the tumor mass showed 
numerous small yellowish-gray nodules of pinhead 
size sharply demarcated from the surrounding liver 
substance which were filled with polymorphonuclears 


. and characteristic actinomycotic organisms. 


The patient made an uneventful recovery and was 
discharged on the eighteenth day after the operation 
following thorough potassium-iodide and deep X-ray 
therapy. 

This case is cited as supporting the theory that 
infection enters by way of the gastro-intestinal tract 
and reaches the liver by way of the portal vein. 

STANLEY H. Mentzer, M.D. 


Boyden, E. A.: An Analysis of the Reaction of the 
Human Gall Bladder to Food. Anat. Rec., 1928, 
xl, 147. 

A study of the reactions of the gall bladders of 
twenty-four normal persons to a standardized fatty 
meal is reported. Cholecystograms were made: (1) 
during the fasting state, (2) two, four, eight, twelve, 
and sixteen minutes after an egg yolk-cream meal, 
and (3) every five minutes for an hour or more 
thereafter. 

Fifteen hours after the oral administration of the 
dye, the gall bladders of the fasting subjects were not 
quiescent but either filling or contracting. Psychic 
stimuli, such as the sight or smell of food, caused 
their quick evacuation. 

Following the inbibition of the fatty meal there 
was a very short latent period of contraction. Within 
two minutes after the food entered the mouth the 
gall bladder showed a marked diminution of volume. 


This probably corresponds to the latent period of 
one minte after the entrance of egg yolk into the 
duodenum, which was established by McMaster and 
Elman in experiments on dogs. The initial diminution 
in the volume of the human gall bladder is greater 
during the first two minutes than in any subsequent 
two minutes, averaging 5.1 c.cm. 

Following the first two minutes of activity in the 
average case there was a two-minute pause preceding 
the principal period of discharge which averaged 
thirty-two minutes. During the period of principal 
discharge the gall bladder was reduced approximately 
three-fourths of its volume. Therefore, during the 
first part of a meal a large amount of concentrated 
bile is poured into the duodenum and there is a con- 
sequent increase in the flow of pancreatic juice. This 
observation alone is sufficient to prove that the 
human gall bladder is a storage organ directly related 
to the process of digestion. 

Following the first phase of contraction the gall 
bladder is generally quiescent for a short period 
varying from five to forty-five minutes. Then comes 
the second phase of contraction, frequently followed 
by several alternating periods of relaxation and 
contraction until eventually the organ is emptied. 
The rate of emptying varies greatly in different 
persons and is twice as rapid in females as in males. 
It has no relation to the motility of the stomach or 
intestine. 

With regard to the regulatory action of the 
sphincter mechanism at the outlet of the common 
duct, the author concludes that the resistance of the 
sphincter drops simultaneously with the ingestion of 
food. Approximately one minute later the gall 
bladder begins to contract. About two minutes after 
the ingestion of food the resistance offered by the 
sphincter suddenly iricreases until it is greater than 
the force exerted by the gall bladder. Subsequent 
phases of contraction are accounted for by inter- 
mittent spurts of food (egg yolk) from the stomach. 
Following each phase of contraction there is imme- 
diate filling of the gall bladder. 

When hot bacon was thrust before the noses of 
eleven fasting students, it was found that eight of 
them discharged an average of 4.2 c.cm. of bile from 
the gall bladder during the first two minutes of 
smelling. The imbibition of cold water caused an 
expulsion of bile from the gall bladder almost twice 
the amount observed during the smelling tests. 
When the duodenum was distended with air 
through a Rehfuss tube, two of the four subjects 
showed a discharge of bile almost the same as that 
occurring in the first two minutes after the adminis- 
tration of egg yolk. STANLEY H. Mentzer, M.D. 


Held, I. W.: Roentgen Diagnosis of Gall-Bladder 
Disease. Surg. Clin. N. Am., 1928, viii, 1223. 

The author reviews in detail the various methods 
in use today in the study of the gall bladder by 
means of the roentgen ray. 

Cholecystography as introduced by Graham, 
Cole, and Copher is given consideration as regards 
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its development, the technique of its application, 
and its value not only as a diagnostic method but as 
a means of clearing up important physiological prob- 
lems in connection with the gall bladder. Studies 
in which this method was used to show the effect of 
drugs, foods, and other factors on the secretion and 
excretion of bile are described briefly. From the 
diagnostic standpoint, the procedure has yielded 
important information relative to the variable 
position of the gall bladder, its size, shape, and 
mobility, its relationship to parts of the stomach, 
the duodenum, or shadows of doubtful origin, its 
function as evidenced by the concentrating effect 
of its mucosa and the emptying of its contents, and 
the visualization of radiolucent stones within it. 
Although absence of a gall-bladder shadow after 
the administration of the dye usually indicates a 
pathological condition and the presence of a normal 
shadow speaks against such a condition, these find- 
ings are not absolute. 

Gall-bladder study without dye yields positive 
results in a variable number of cases, depending 
largely upon the skill and care of the examiner. 
Different roentgenologists have reported that they 
have been able to diagnose from 5 to go per cent of 
gall stones by the ordinary examination. George 
and Leonard have maintained that pathological 
changes in the walls of the gall bladder may ren- 
der the organ visible in the ordinary film, and that 
when the gall bladder is thus visualized it is patho- 
logical. 

Another method used in the roentgen diagnosis of 
gall-bladder disease is the so-called indirect method 
which has as its object the demonstration of func- 
tional reflex disturbances of parts of the gastro- 
intestinal tract and changes resulting from adhesions. 
Thus various types of spastic contractions of the 
stomach, gastric retention without an organic basis, 
persistent gas distention of the hepatic flexure, and 
distortion of parts of the stomach, duodenum, or 
colon have all been found in association. 

In conclusion, the author states that roentgen- 
ray study has proved to be an invaluable aid in the 
diagnosis of gall-bladder disease. The direct and 
indirect method should be employed. The object 
of the direct method is to visualize the gall bladder 
proper. This is accomplished by taking films of the 
gall-bladder region with and without the administra- 
tion of the dye. The method of Graham (chole- 
cystography) is by far the most valuable. This pro- 
cedure permits a study of the function of the gall 
bladder and makes it possible also to visualize choles- 
terinized stones in a large percentage of cases. It 
shows with a high degree of exactness whether or not 
the shadows in the right hypochondrium belong to 
the gall bladder. ‘The non-visualization of the gall 
bladder after the administration of the dye is 
particularly valuable as it indicates a disease con- 
dition. 

The oral administration of the dye is very re- 
liable and promises to replace the intravenous 
method entirely. Apo.rn Hartune, M.D. 


Baggio, G.: Cholecystectomy for Calculosis After 
Passage of the Stone (Una colecistectomia per 
calcolosi a calcolo emesso). Policlin., Rome, 1928, 
XXXV, Sez. prat., 1537. 


The patient whose case is reported was a woman 
twenty-eight years old. In September, 1926, she 
had an infection which was believed to be para- 
typhoid and lasted for two weeks. During this time 
she had a typical attack of gall-stone colic. Similar 
attacks occurred in October and November, and one 
attack in March, 1927. The attacks then became 
less frequent but more severe and were accompanied 
by icterus and the appearance of bile pigment in 
the urine. 

The author first saw the patient in May, 1927, 
when she was having severe attacks every few days. 
Internists who had examined her had made a diag- 
nosis of cholecystitis. Roentgenological examination 
had failed to reveal any shadows of stones, but a 
gall stone was found in the feces in an examination 
made in an interval between attacks. 

Cholecystectomy was performed during a period 
of complete remission from pain and fever, when 
there was no bile pigment in the urine. Examina- 
tion of the gall bladder was negative for stones and 
bacteria. The author concluded that if the inflam- 
mation had been caused by the paratyphoid bac- 
teria, the micro-organisms had probably become 
enclosed in the calculus and destroyed. The abdo- 
men was closed without drainage. Uneventful re- 
covery resulted. 

In discussing the advisability of cholecystectomy 
under the circumstances present in this case, Baggio 
states that he believes the operation was justified 
as the patient has had no further attacks of colic. 

Aubrey G. Morcan, M.D. 


Ibarz, P. L.: Cancer of the Gall Bladder (Cancer de 
la vesfcula biliar). An. Fac. de med., Univ. de Mon- 
tevideo, 1928, xiii, 177. 

This is a report of cancer of the gall bladder in 
three women of from sixty-five to seventy-one years 
of age. In two of the cases there was no history of 
gall stones or jaundice, but malignancy was indi- 
cated by loss of weight, anorexia, and digestive 
disorders. ‘The gall bladder was united to the colon 
and omentum by very dense adhesions. In the 
third case, gall stones and cancer were both present. 
The gall bladder was free and tense, and was dis- 
tended with bile and stones. 

The tumors were of an infiltrating type. They 
did not invade the peritoneal coats, but filled the 
gall bladder cavity with tumor mass and were ad- 
herent to the liver fossa. Metastases to the liver 
could not be found. 

Microscopic examination showed one tumor to be 
an adenocarcinoma with cylindrical cells and papil- 
lary formations. Another was composed of cylin- 
drical, tubular, and pavement epithelial cells with 
pearl formations. The third was a papillary epi- 
thelioma composed of well-formed typical cells which 
secreted mucus. Wittiam R. MEEKER, M.D. 
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Erdmann, J. F.: Surgery of the Gall Bladder. 
New England J. Med., 1928, cxcix, 703. 

Lahey, F. H.: Surgery of the Bile Ducts. Vew 
England J. Med., 1928, cxcix, 707. 

Judd, E. S.: Sequelz and Accidents of Biliary 
Surgery. New England J. Med., 1928, excix, 712. 

Jones, D. F.: The Relation between Gall-Bladder 
Disease and Pancreatitis. Vew England J. Med., 
1928, cxcix, 716. 

White, F. W.: Some Medical Aspects of the Dis- 
eases of the Gall Bladder and Bile Passages. 
New England J. Mcd., 1928, cxcix, 719. 

ERDMANN states that he performs cholecystos- 
tomy only in cases of suspected carcinoma or some 
other condition definitely obstructing the flow of 
bile. If cholecystostomy is to be eflicacious under 
such conditions, the obstruction must be below the 
cystic and hepatic ducts. 

In acute cholecystitis, Erdmann rarely performs 
cholecystostomy, the usual procedure being chole- 
cystectomy. For cases of obstruction below the 
cystic duct, whether due to carcinoma or pan- 
creatitis, he prefers cholecystogastrostomy to 
cholecystostomy. 

To show the harmlessness of bile in contact with 
the peritoneum, the case of a woman who developed 
an enormous accumulation of bile in the peritoneal 
cavity after a cholecystectomy is reported. This 
observation is one of the reasons why Erdmann 
usually closes the abdomen without drainage after 
removal of the gall bladder. He has noted that 
deaths following operations on the biliary system 
are due to pneumonia or renal or cardiac com- 
plications rather than to peritonitis. 

In conclusion, Erdmann states that the pune nee 
operator should perform the operation with which 
he is most familiar and which, when performed by 
him, has the lowest mortality rate. 

LAHEY states that of 837 operations performed in 
his clinic for disease of the biliary tract, 158 (19 per 
cent) were performed on the bile ducts. He has come 
to the following conclusions: 

1. Common duct stones frequently exist in the 
complete absence of symptoms. 

2. Gall-bladder colic may occur with jaundice 
and symptoms strongly suggesting the presence of 
stones in the common duct when no such stones can 
be found. 

3. Infection in the common and hepatic ducts 
may be unassociated with gall stones and may pro- 
duce symptoms and signs similar to those of common 
duct and hepatic duct stones. 

4. Common duct stones may be present without 
jaundice or clay-colored stools, and may be associated 
with such mild symptoms of biliary colic that only 
the suspicion of stones in the gall bladder arises in 
the mind of the examiner. 

5. Therefore in many cases of gall-stone colic 
the surgeon must guard against a tendency to be 
satisfied solely with removal of the gall bladder and 
its contained stones. 

For drainage of the common and hepatic ducts, 
Lahey uses T-tubes of smaller caliber than the duct 
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itself. In order to prevent pressure necrosis and the 
formation of a duodenal fistula, care is taken that 
these tubes do not lie behind the duodenum. In 
cases with merely mechanical blocking of the duct 
by a stone unassociated with infection, the T-tube is 
removed on the tenth or twelfth day, but in cases in 
which there is infection or a reconstruction of the 
duct has been done, it is left in place for from two 
to three months. In cases of complete severance of 
the duct in which suture of the cut end of the duct 
to the duodenum is impossible, the best procedure is 
the formation of a complete external biliary fistula 
followed at the end of three months or more by dis 
section of this canal to the bed of the liver and its im- 
plantation into the duodenum, stomach, or jejunum. 
lor cases of obstruction due to malignancy in either 
the pancreas or the ducts, Lahey advises chole- 
cystenterostomy. In the preliminary treatment of 
patients with jaundice, he gives calcium lactate by 
mouth and calcium chloride by vein and transfusion. 
Glucose is administered to maintain the glycogen 
reserve of the liver. Most of Lahey’s operations 
have been performed under high spinal anwsthesia. 

Jupp states that after operations on the gall 
bladder it is not uncommon for certain symptoms 
to persist. Such symptoms have been attributed to 
the passing of a mucus plug through the duct. In 
some instances, however, they are undoubtedly due 
to cholangeitis, hepatitis, or pancreatitis. The pa- 
tient can usually be assured that the difficulty will 
not continue. 

Judd discusses non-calculous intermittent biliary 
obstruction and reports 28 cases. Following chole- 
cystectomy, the chief complaint in all was severe 
colic. At a second operation, considerable dilatation 
of the common duct was found in every instance. 
The best results wére obtained when prolonged 
drainage of the bile was established at this time. 
Judd believes that the causes of the symptoms were 
biliary obstruction and inflammation of the pancreas 
and liver. 

Fistula following operations on the biliary tract 
may be of the mucous or the biliary type. Before 
an attempt is made to repair a fistula, the function 
of the liver should be carefully investigated. 

In the author’s opinion, injury to the ducts during 
the course of an operation on the biliary tract is 
usually due to insufficient exposure of the field of 
operation. Attention is called to the fact that not 
all strictures of the common bile duct are due to 
injury; some of them are the result of obliterative 
cholangeitis. 

Jones states that the frequency of association of 
gall-bladder disease and pancreatitis has been esti- 
mated at between 20 and 50 per cent. The rela- 
tion of gall-bladder disease to pancreatitis has been 
ascribed to: (1) the retrojection of bile or duodenal 
contents into the pancreatic duct, and (2) infection 
of the pancreas from the gall bladder through the 
lymphatics. 

There appear to be two entirely different types of 
pancreatitis: (1) acute hemorrhagic pancreatitis in 
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which there may or may not be co-existing gall 
bladder disease, and (2) chronic inflammation usu- 
ally occurring in the head of the pancreas follow- 
ing previous attacks of gall-stone colic or chole- 
cystitis. 

In the first type, microscopic examination shows 
necrosis of the parenchyma, and in the second 
type, inflammation of the interstitial tissue. Acute 
hemorrhagic pancreatitis may be caused by a gall 
stone at the papilla of Vater or spasm of the sphinc- 
ter of Oddi allowing the entrance of bile into the 
pancreatic ducts. 

The theory of lymphatic infection of the pancreas 
from a chronic gall-bladder infection is not well 
supported by experimental evidence and seems to 
be disproved by certain clinical evidence. 

Jones believes that gall stones should be removed 
with the gall bladder if there are no contra-indica- 
tions. He is of the opinion that there is no clinical 
evidence whatever to prove that the so-called chronic 
cholecystitis and the cholesterol gall bladder have 
any causative relationship to acute hamorrhagic 
pancreatitis. 

For the treatment of acute pancreatitis, Jones 
advises incision of the capsule of the pancreas and 
drainage. For chronic pancreatitis, he recommends 
the removal of all sources of infection and drainage 
of the biliary system for a period of at least two 
weeks. 

Wuite reviews the known facts relative to the 
physiology and pathology of the gall-bladder region 
and calls attention to the importance of stasis and 
infection and changes in metabolism in gall-bladder 
disease. He states that what was formerly known as 
the “strawberry gall bladder” is now called the 
“cholesterol gal] bladder.”” He stresses the impor- 
tance of a carefully taken history and physical 
examination and the Graham test in the diagnosis 
of gall-bladder conditions. He divides cases of 
biliary tract disease into three groups: those with 
typical colic, those with local soreness, and those 
with vague indigestion without local symptoms. In 
cases with jaundice, the icterus index and van den 
Bergh test are important. 

The treatment of disease of the biliary tract should 
include regulation of the diet, weight reduction, 
regular exercise, the use of various spring waters, 
the elimination of focal infections, and reduction of 
the cholesterol intake. Surgery should be based on 
symptoms and not on the presence of stones and 
low-grade infection. The duties of the physician in 
cases of biliary disease are to make a diagnosis, to 
send to the surgeon the cases of gall stones with 
symptoms, to give medical treatment in some of 
the mild, early, uncomplicated, or poor-risk cases 
of cholecystitis, and to prevent delay of necessary 
operation. Joun H. Gartock, M.D. 


Ladd, W. E.: Congenital Atresia and Stenosis of 
the Bile Ducts. J. Am. M. Ass., 1928, xci, 1082. 


Approximately 170 cases of congenital atresia and 
stenosis of the bile ducts have been reported to date. 


The author adds 20 cases, 11 of which were treated 
surgically. 

These abnormalities have been attributed to con 
genital syphilis, fetal peritonitis, catarrhal cholan- 
geitis, and congenital malformations. The author 
believes that congenital malformations are most 
often responsible and that Ylpp6’s theory of em- 
bryonic epithelial concrescence of the mucosa of the 
ducts best explains the lesions. 

The 20 cases reported by Ladd included 5 cases 
in which all of the ducts (common, hepatic, and 
cystic) were represented by fibrous cords; 3 cases of 
obliteration of the common duct; 3 cases of partial 
obliteration of the common duct with dilatation of 
all of the ducts and of the gall bladder; 1 case in 
which a moderately sized gall bladder had no con- 
nection with the common and hepatic ducts; and 4 
cases of partial obliteration of all of the ducts with 
obstruction due to inspissated bile or cell détritus. 
The 4 other cases were grouped in the autopsy 
records as cases of congenital obliteration, but the 
sites of the lesions were not definitely stated. 

Of the 11 patients who were operated upon, 6 
recovered. Choledochoduodenostomy is the opera- 
tion of choice when it is possible. This operation 
was done in 2 cases with good results. Occasionally, 
simple probing or dilatation of the ducts is sufficient. 
The insertion of a catheter through the gall bladder 
and the cystic and common ducts into the duodenum 
is a good procedure. Cholecystogastrostomy proved 
satisfactory in the single case in which it was done. 

The author believes congenital atresia and stenosis 
of the bile ducts is not as hopeless as it was formerly 
considered and advises early exploration in the case 
of every infant in which the condition is suspected. 

STANLEY H. Mentzer, M.D. 


Tammann: Studies on Biliary Fistula (Ucber 
Studien an Gallenfisteln). Zentralbl. f. Chir., 1928, 
lv, 811. 


Tammann reports his researches on dogs in 
which a biliary fistula was established after ligation 
of the common bile duct by connecting the gall 
bladder and the urinary bladder by a tube. Anamia 
developed with great regularity; the erythrocytes 
and the hemoglobin sank to two-thirds their 
original values. Except for the postoperative leu- 
cocytosis, the white blood picture was unchanged. 
Histological examination revealed a pronounced 
hemosiderosis of the spleen and the abdominal 
lymph glands (storage of the hamoglobin iron in 
the depots of the reticulo-endothelial system; not 
excretion corresponding to the grade of the anemia). 
The fact that in several dogs the bile-fistula anamia 
assumed a progressive character after splenectomy 
suggests the presence of a regulatory mechanism in 
the reticulo-endothelial system 

Investigations as to what constituents of the bile 
are responsible for the occurrence of bile-fistula 
anemia showed that feeding with ox gall will bring 
about retrogression in an already manifest bile- 
fistula anemia or, if it is begun immediately after 
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the establishment of the biliary fistula, will prevent 
the appearance of the anemia. Bilirubin and leci- 
thin were without effect on the bile-fistula anaemia, 
but bile acids (sodium taurocholate or sodium gly- 
cocholate) and activated ergosterin (Vitamin D) had 
a very distinct effect. Especially when ergosterin 
was employed, unusually Jarge numbers of young 
erythrocytes with substantia granulofilamentosa 
appeared. Ergosterin therefore seems to be a very 
active stimulant of the hematopoietic function of the 
bone marrow and might prove to be of therapeutic 
value in pernicious anemia. Cholesterin, on the 
other hand, increased the anemia (increased blood 
destruction). 

Since a porotic osteomalacia develops after a few 
weeks in dogs with a biliary fistula (Recklinghausen, 
Dieterich), it seems logical to assume as the cause a 
disturbance of absorption of the fat-soluble Vitamin 
D from absence of bile in the intestine (Mueller and 
Seifert). Dogs with already developed osteomalacia 
due to a biliary fistula were treated with Vitamin D, 
and in other dogs the treatment with Vitamin D 
was begun immediately after the formation of the 
biliary fistula. Since Vitamin D (ergosterin) had 
not been isolated at that time, a 3 per cent solution 
of activated cholesterin was used. Every second day 
a subcutaneous injection of o.o1 mgm. of activated 
cholesterin was given. The results were judged by 
morphological examination, chemical analysis of 
the bone, and comparison of the regenerative ca- 
pacity of the bone in surgically produced defects. 
It was found that Vitamin D has a very distinct 
effect on osteomalacia due to a biliary fistula; even 
when the osteomalacia was already manifest, 
Vitamin D was able to exert a favorable influence. 

Dumont (Z). 


Taylor, J.: Cystic Dilatation of the Common Bile 
Duct: Record of an Example. Brit. J. Surg., 
1928, XVI, 327. 

Taylor states that the case reported in this 
article was apparently the first of its kind to be 
recognized before operation and successfully treated 
surgically. 

The patient was a woman twenty-three years of 
age. Since very early childhood, she had had at- 
tacks of pain in the upper part of the abdomen 
which radiated to the back but not to the shoulder. 
The pain was accompanied by continuous vomiting 
and followed by jaundice. During several attacks 
which occurred while the patient was under ob- 
servation in the hospital a mass the size of a tennis 
ball could be felt under the right costal margin. 
These attacks were accompanied by chills and fever 
and steadily became worse in the course of a few 
weeks. 

Operation revealed a slightly enlarged gall bladder 
with a short distended cystic duct which emptied 
into a dilatation of the common duct about the size 
of a tangerine orange extending from the juncture 
of the cystic duct to the second part of the duo- 
denum. 


The gall bladder was sutured to the stomach as 
in a cholecystogastrostomy and the abdomen closed 
with drainage. From the aspirated gall-bladder con 
tents a pure culture of bacillus coli was obtained. 

Bile drained freely from the wound until five 
weeks after the operation, when the patient was 
dismissed from the hospital. Three and a half 
months later she was well. 

STANLEY H. Mentzer, M.D. 


Finney, J. M. T., and Finney, J. M. T., Jr.: Resec- 
tion of the Pancreas. Ann. Surg., 1928, lxxxviii, 
584. 

The authors report a case of persistent, marked 
hypoglycemia associated with attacks suggesting 
insulin shock or hysteria in which massive resection 
of the pancreas was done to reduce the number and 
output of the islands of Langerhans. 

The improvement which resulted shows that the 
removal of large portions of pancreas is compara- 
tively safe. SamMUEL Kaun, M.D. 


Hitzrot, J. M.: An Unclassified Type of Spleno- 
megaly in Children. Ann. Surg., 1928, |xxxviii, 
301. 


Enlargements of the spleen in children are not 
common but bear a close resemblance to the 
splenomegalies found in adults. 

The author reports four unusual cases of spleno- 
megaly with anemia in children, giving the complete 
case history in each instance. ‘The outstanding 
feature of these four cases was a shower of nucleated 
red cells which appeared immediately after splen- 
ectomy. In one case the nucleated red cells persisted 
for fourteen years after the splenectomy, the ratio 
remaining 5:1 in the differential blood count. In 
the three other cases they remained for eight, six, 
and two years, respectively, the nucleated reds 
being from five to eight times more numerous than 
the nucleated whites. 

Nucleated red cells were not present following 
splenectomy in the other splenomegalies that the 
author has studied or at least were not present in 
such large numbers. The presence of numerous 
nucleated red cells in cases resembling atypical von 
Jaksch’s disease and atypical hemolytic jaundice 
has been reported, but the number was not so large 
as that found by the author (220,000 per cubic milli- 
meter). 

Another interesting feature of the author’s four 
cases was the onset of the disease in the second year 
of life with the appearance of a curious tint to the 
skin, bluish-white sclere, vomiting, loss of appetite, 
and weakness. 

A third feature of note was the lack of growth and 
development. Shortly after the splenectomy the 
children began to grow normally and to develop 
mental traits characteristic of their ages. 

The pathologist reported that the structural 
changes in the spleen were relatively slight and not 
characteristic of any definite clinical condition. 

STANLEY H. Mentzer, M.D. 
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Whipple, A. O., Reeves, R. J., and Cobb, C. C.: A 
Typical Hemolytic Anzmia with Spleno- 
megaly in Children. Ann. Surg., 1928, 1xxxviii, 
380. 

The splenomegalies associated with anawmia occur- 
ring in children are especially difficult to classify. 
The one common factor is the apparent dysfunction 
of the reticulo-endothelial cells. 

In some instances this dysfunction is localized in 
the spleen, as in chronic hemolytic icterus, and 
splenectomy is apparently curative. In others, the 
reticulo-endothelial disturbance often appears in the 
liver, lymph nodes, or bones as well as in the spleen. 
In such cases, splenectomy may be successful. 
Vhrombopenic purpura belongs in this group. In 
still another group of cases, represented by the 
Gaucher type of splenomegaly, the abnormal cells 
are found in all four sites but are most numerous in 
the spleen. These variations in type and degree may 
account for the difficulty encountered in classifying. 
the splenomegalies with anamia in children. 

The authors add two cases to the seven previously 
reported by other observers in which splenomegaly, 
anemia, and jaundice in children was accompanied 
by peculiar bone changes and atypical cells of the 
Gaucher type in the spleen. The bone changes were 
especially marked in the skull and long bones. The 
former showed thinning of the inner and, outer 
tables with great thickening of the diploé, particularly 
in the frontal and occipital bones. The long bones 
presented a streaky appearance due to transverse 
lines of calcium occurring in generally decalcified 
bones. The bone changes occurred very early, 
especially in the parietal and frontal regions where 
the cortex was expanded, giving the child a mon- 
golian facies. The spleen showed general fibrosis, 
especially in the capsule and trabecule, and peculiar 
vacuolated cells of the Gaucher type scattered in 
the splenic pulp. The authors believe these cells 
were atypical or abnormal reticulo-endothelial cells. 

STANLEY H. Mentzer, M.D. 


Deaver, J. B., and Reimann, S. P.: Splenic En- 
largement with Cirrhosis of the Liver. Aun. 
Surg., 1928, Ixxxviii, 355. 

Well-selected, early cases of Banti’s disease are 
cured by splenectomy and late cases are sometimes 
materially benefited by this operation. The authors 
report a late case. 

The spleen is not necessary for life except possibly 
in certain emergencies when its reservoir of blood is 
needed. When necessary, it can produce red blood 
cells as well as destroy them. It stores iron and is 
concerned in the formation of bilirubin from hama- 
toidin. It has something to do with antibody forma- 
tion. Its relation to the entire reticulo-endothelial 
system is shown by the reticulo-endothelial struc- 
tures after splenectomy. 

The etiology of diseases apparently beginning in 
the spleen, exclusive of tumors, is unknown. Such 
conditions are characterized by splenomegaly, a 
moderate secondary type of anamia, and a group of 


more or less constant symptoms, such as hemor- 
rhages, jaundice, loss of strength and weight, and 
cirrhosis of the liver. The marked variations in the 
symptoms make it difficult to believe that we are 
dealing with a uniform condition, yet so far as treat- 
ment is concerned it is perhaps better to consider 
this to be the case. 

Banti’s disease is a distinct entity. It has the char- 
acteristics of a primary splenic disease. It is prob- 
ably best to consider it due to toxic or poorly defined 
infectious substances formed in the spleen and lead- 
ing to fibrosis of that organ, inhibition of the bone 
marrow, and secondary cirrhosis of the liver. 

In all cases of splenomegaly the authors first 
search for a cause of the splenic enlargement. If no 
cause can be found, the splenomegaly is diagnosed as 
the primary condition. Splenectomy is then consid- 
ered. Transfusion is performed if the hamoglobin is 
below 50 per cent. Unless the spleen is enormously 
enlarged, the pedicle can be reached anteriorly after 
the stomach has been drawn well to the right and the 
gastro-splenic omentum has been divided. Any ad- 
hesions present are separated and the spleno-phrenic 
fold of the peritoneum is divided. The spleen is then 
turned over so that the vessels may be seen in the 
pedicle. The vessels are cut with care not to injure 
the tail of the pancreas. Venous oozing is controlled 
by hot packs after the important vessels have been 
individually isolated and tied. After the bleeding 
has been controlled the abdominal wall is closed 
without the introduction of a drain. 

STANLEY H. Mentzer, M.D. 


MISCELLANEOUS 


Moody, R. O., and Van Nuys, R. G.: Some Results 
of a Study of Roentgenograms of the Abdom- 
inal Viscera. Am. J. Roentgenol., 1928, xx, 348. 


The authors report the results of a roentgenological 
study of the normal form, position, and topography 
of the liver and spleen in 600 healthy male and 600 
healthy female students. Most of the roentgeno- 
grams were taken with the subject erect, in the 
anatomical position, but several hundred were 
taken with the subject erect and prone and asmaller 
number with the subject erect and supine. The 
target was usually centered on the interiliac line, a 
line drawn between the highest points of the iliac 
crests, but when roentgenograms were taken to show 
the effects of exercise and of blood transfusion on 
the size of the spleen, it was centered over the 
spleen. With the subjects in the anatomical position, 
the target film distance was 90 cm. With the sub- 
jects prone and supine, a Bucky diaphragm was 
used and the target film distance was 72.5 cm. The 
results are shown in tables and illustrations. The 
following conclusions are drawn: 

Long livers having their lower tip in the pelvic 
cavity as much as 5.0 cm. below the interiliac line 
are normal. 

Sex is a factor affecting the length of the liver. 
More men than women have long livers. 
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A roentgenographic norm has been established 
for the size of the spleen in healthy young adults. 

The lower border of the spleen is most commonly 
found opposite the upper half of the third lumbar 
vertebra. 

Long spleens having their lower border on a level 
with the lower half of the fourth lumbar vertebra 
are normal. These long spleens are found in persons 
with no history of malaria. 

Sex is a factor affecting the length and the shadow 
width of the spleen. More men than women have 
long spleens and more men than women have a 
wide spleen shadow. 

There is strong evidence that in human beings 
the spleen is considerably larger in the living than 
in the dead. 

There is some evidence that exercise and the loss 
of blood given for transfusion decreases the size of 
the spleen in man. Apotpu Hartune, M.D. 


Hunter, W. E.: Diaphragmatic Hernia. California 
& West. Med., 1928, xxix, 227. 


Hunter describes three types of diaphragmatic 
hernia and suggests the following classification: 


1. Congenital herniz: 

A. False herniz without a sac (from 80 to go per 
cent of reported cases). 

B. True herniz with a sac (from ro to 20 per cent of 
reported cases). 

2. Acquired herniz. 

A. Herniz which develop through congenitally weak 
areas in the diaphragm. These weak spots may 
be caused by: (1) defective development of the 
diaphragm; (2) disease within the diaphragm 
itself or secondary to an abscess above or below 
the diaphragm; or (3) blows which injure the 
musculature, the herniz occurring immediately 
or at a much later period. 

B. Blows which tear the diaphragm from its attach- 
ment to the chest wall. This condition is not a 
hernia but an evisceration or evulsion of the 
diaphragm. 

3. Eventration. This is not hernia but a relaxation or 
weakness of one side of the diaphragm. In the ten 
cases which have been reported in the literature it 
occurred on the right side. 

A. Congenital. 

B. Acquired. 


Eventration may result from: (1) immature 
development of the lungs which leaves the diaphragm 


high; (2) developmental injury to the phrenic nerve 
causing relaxation; or (3) improper development of 
the musculature of the diaphragm. The condition is 
often associated with other developmental defects. 

Diaphragmatic hernia is more common than is 
generally believed and is often overlooked by the 
physician or surgeon. The diagnosis is usually made 
by the roentgenologist or at autopsy. 

Herman H. Huser, M.D. 


Giles, R. G.: Diaphragmatic Hernia. With a 
Report of Cases. Texas State J. M., 1928, xxiv, 418. 


Diaphragmatic hernia is diagnosed more fre- 
quently since the use of the X-ray. There are two 
main varieties, the congenital and the acquired. 
The congenital is due to a defect in the development 
of the diaphragm, while the acquired is due to 
trauma. ‘The former is usually present at birth. 
The latter may develop immediately after an injury 
or not until months or even years later. 

Both types occur most frequently on the left side. 
A large percentage of acquired hernix follow stab 
wounds of the chest. 

The signs and symptoms of diaphragmatic hernia 
are not pathognomonic. They depend largely upon 
the size of the opening in the diaphragm, the degree 
of constriction, and the organs involved. The sub- 
jective symptoms range from vague discomfort to 
symptoms suggesting gall-bladder disease or ulcer. 
In some cases there is interference with gastric 
function. There may be also interference with 
respiration. 

The most constant symptoms are pain in the 
epigastrium immediately after eating, paroxysms of 
smothering without apparent cause, and vomiting 
without premonition. 

X-ray examination is practically always necessary 
to establish the diagnosis. At times even the roent- 
gen findings may lead to erroneous conclusions as 
temporary spontaneous reduction may occur, the 
examination then being negative; double diaphrag- 
matic hernia may exist and only one hernia may 
be demonstrated roentgenologically; or only solid 
organs may be herniated. 

Diaphragmatic hernia must be differentiated from 
eventration of the diaphragm, diverticulum of the 
cardiac end of the stomach, and diverticulum of the 
lower end of the oesophagus. 

Antuony F. Sava, M.D. 
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UTERUS 


Grant, W. W.: An Improved Technique in the 
Operations of Colporrhaphy and the Watkins 
Interposition Operation. Tr. West. Surg. Ass., 
1928. 


In the modified technique employed by Grant in 
colporrhaphy and the Watkins interposition opera- 
tion the bladder is distended with warm water in- 
stead of being evacuated. In pronounced cystocele 
and in descent of the uterus and procidentia follow- 
ing lacerations due to childbirth the bladder is 
usually found prolapsed in the pocket of the pro- 
lapsed anterior vaginal wall. In colpotomy and the 
Watkins interposition operation as they are usually 
performed, the primary procedure is exactly the 
same. 

In the improved technique that is suggested by 
Grant, the long anteroposterior incision of the ante- 
rior vaginal wall in common use is discarded in 
both. ‘To get the base of the bladder out of the 
danger zone, Grant conceived the idea of filling it 
with warm water. This procedure has proved 
entirely satisfactory. 

It is followed by transverse incision of the vaginal 
wall just beneath the posterior urethra by one bite 
with the scissors, entering at once the loose con- 
nective tissue space between the bladder and the 
vagina. 

The dissection is completed to any depth or width 
desired with the fingers and curved blunt-pointed 
scissors or with gauze. Grant has found that by 
this procedure the dissection can be completed to 
the base of the bladder with extreme rapidity, ease, 
and safety. 

In colporrhaphy, the oval section of the vagina 
is completed by two anteroposterior lateral incisions 
(instead of three as in the usual method), and the 
denuded area is closed with a chromic gut con- 
tinuous suture. In the Watkins procedure, the an- 
terior cul-de-sac is opened at the cervicovaginal line, 
the reflected peritoneum is penetrated with the 
finger and blunt-pointed scissors, and the handle of 
the instrument is then spread to make the opening 
of the peritoneum sufficiently large to accommodate 
the uterus. 

The fundus uteri is grasped as usual with tenac- 
ula and pulled into the pocket that has already been 
prepared between the bladder and vagina. By this 
method the integrity of the vaginal wall is fully 
preserved with no risk to the healing process inci- 
dent to a long vaginal incision having the weight 
and pressure of the uterus upon it. The fundus is 
fixed by non-absorbable sutures to the vaginal in- 
cision or to the subpubic tissues as recently advised 
by Kelly. 


Ahumada, J. C., and Prestini, O.: Tuberculosis of 
the Cervix of the Uterus (Tuberculosis del cuello 
del utero). Rev. argent. de obst. y ginec., 1928, xii, 74. 

The authors report a case of tuberculosis of the 
cervix successfully treated with radium. No other 
tuberculous lesion could be found. 

Tuberculosis confined to the cervix is much rarer 
than tuberculous endometritis or salpingitis. It is 
often confused with cancer of the cervix, but the 
tuberculous lesion is more elastic and less friable than 
the cancerous and is usually covered by a mucopuru- 
lent fluid which is very different from the grumous 
purulent exudate of an epithelioma. 

WitiiaM R. MEEKER, M.D. 


Cullen, T.S.: Uterine Hemorrhage and Its Treat- 
ment. Canadian M. Ass. J., 1928, xix, 411. 


Conditions causing uterine hemorrhage fall into 
two groups: (1) those dependent upon a recent 
pregnancy, and (2) those independent of a recent 
pregnancy. This classification simplifies the study. 

Uterine hemorrhage dependent upon a recent 
pregnancy occurs with premature separation of the 
placenta, retained membranes, hydatidiform mole, 
chorionepithelioma, tubal pregnancy, and pregnancy 
in one horn of a bicornate uterus. ‘The author dis- 
cusses the history, the physical findings, and the 
importance of microscopic diagnosis of material 
expelled from the uterus. The diagnosis of hyda- 
tidiform mole is materially helped by the palpation 
of bilateral cystic tumors on either side of a rapidly 
enlarging uterus (multilocular lutein ovarian cysts). 
These cysts occur only with hydatidiform mole 
and chorionepithelioma and disappear spontaneously 
on removal of the mole or the chorionepithelioma. 
The histological pictures of mole and chorion- 
epithelioma are much alike. Coagulation necrosis 
of tissue lining the uterus is strong presumptive 
evidence of malignancy. Bluish discoloration around 
the umbilicus indicates the presence of free blood in 
the peritoneal cavity, and in women this is often 
the result of haemorrhage from an extra-uterine 


. pregnancy. 


Uterine hemorrhage occurring independently of a 
recent pregnancy may be due to: (1) a constitu- 
tional condition; (2) benign changes in the mucosa 
of the cervix and uterus; (3) malignant changes; 
(4) uterine tumors; or (5) disease of the adnexa. 
Under benign changes causing bleeding, the author 
lists cervical and uterine polyps, hyperplasia of the 
endometrium, and senile atrophic changes in the 
uterine and cervical mucosa. Malignant changes 
include squamous-cell carcinoma and adenocarci- 
noma of the cervix, adenocarcinoma of the body of 
the uterus (squamous-cell carcinoma is rare), and 
sarcoma of the endometrium. Cullen stresses the 
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importance of microscopic diagnosis as an index to 
the proper treatment of these conditions. Uterine 
tumors causing hemorrhage are myomata, adeno- 
myomata, and sarcomata. Myomata are common. 
A submucous myoma 2 or 3 cm. in diameter pro- 
jecting into the uterine cavity may cause severe 
bleeding. Adenomyomata generally cause profuse 
and prolonged menstruation but no intermenstrual 
bleeding. Sarcomata are relatively rare. In 1 or 2 
per cent of the cases they are associated with uterine 
myomata. On section, they are readily differentiated 
from the latter by their homogeneous, pork-like, 
non-striated appearance. ‘They are readily broken 
up with the finger. It is important to remember the 
association of uterine tumors with cancer. In the 
author’s cases of myoma, cancer of the cervix was 
found in 1 per cent and cancer of the fundus in 2 
per cent. 

Disease of the tubes or ovaries is not an infrequent 
cause of uterine bleeding and may be difficult to 
differentiate from extra-uterine pregnancy. 

In conclusion, Cullen says that the treatment of 
uterine haemorrhage will be improved as the etiology 
becomes better known. = Atice I’. Maxwe tt, M.D. 


Sampson, J. A.: Endometriosis Following Salpin- 
gectomy. Am. J. Obst. & Gynec., 1928, xvi, 461. 


The evidence indicating that peritoneal endo- 
metriosis at times arises from the implantation of 
muellerian epithelium escaping through or from the 
tubes may be summarized as follows: 

1. Peritoneal endometriosis occurs in women and 
not in men. 

2. It is an acquired lesion and usually (possibly 
always) develops during menstrual life, and most 
frequently in the latter half of that life. 

3. Experiments in the autotransplantation of bits 
of muellerian mucosa in the lower animals by 
Jacobson and others showed that such mucosa may 
be successfully transplanted to the peritoneum of 
these animals. 

4. The study of postoperative endometriosis in 
women shows (or at least suggests) that tubal and 
uterine epithelium may be transplanted by the 
surgeon. 

5. The study of endometrial tissue in the ovaries 
suggests that this tissue may spread to the peri- 
toneum by the implantation of epithelium which 
escapes from the ovary both through the perforation 
(menstrual) of endometrial cysts and also the men- 
strual reaction of endometrial tissue on the surface 
of the ovary. This evidence is purely circumstantial, 
but is most convincing. 

6. Peritoneal endometriosis often occurs without 
any discernible endometrial tissue in the ovaries. 
Therefore the latter is not essential for the develop- 
ment of the peritoneal lesion. 

7. One of the outstanding features in cases of 
peritoneal endometriosis is patency of the tubes. In 
342 cases of peritoneal lesions containing endome- 
trium-like tissue (other than postoperative cases) 
which were seen in the last six years, both tubes 


appeared to be patent in 330. Unilateral hemato- 
salpinx was present in 3, and bilateral haematosal- 
pinx in 4. Patent tubes apparently increase the 
incidence of peritoneal endometriosis, and the rela- 
tively large number of patients with hamatosalpinx 
must be of some significance. In the cases with 
occlusion of both tubes, the peritoneal lesions might 
have been present prior to the closure of the fim- 
briated ends of the tubes. 

8. The peritoneal lesions often occur in situations 
and under conditions indicating their origin from 
material escaping from or through the patent tubes. 

9. The study reported in this article shows that, 
after salpingectomy, the traumatized mucosa of the 
tubal stump may invade not only the stump but 
also any structure adjacent or adherent to it and 
give rise to the lesions of peritoneal endometriosis, 
including typical endometrial cysts or hematomata 
of the ovary. 

10, These studies show also that the misplaced 
tubal mucosa may assume the structure of the 
uterine mucosa. Therefore, many of the endome- 
trium-like lesions of peritoneal endometriosis may be 
of tubal rather than uterine origin. 

11. It has been shown that bits of the uterine 
mucosa set free by curettage may be carried by 
blood escaping from the uterine cavity into the 
tubes. 

12. It has been shown also that, during men- 
struation, blood may escape from the uterine cavity 
into the tubes, and that this blood may contain 
bits of uterine mucosa. . 

13. There is evidence indicating that bits of 
uterine mucosa may escape into the venous circula- 
tion of the uterus during menstruation and become 
implanted in the venous sinuses of the uterine wall. 

14. Since peritoneal endometriosis develops dur- 
ing the menstrual life of women, and since the men- 
strual reaction often causes a dissemination of bits 
of uterine mucosa and possibly also of the tubal 
mucosa, menstruation may be an important factor 
in the dissemination of muellerian epithelium into 
the peritoneal cavity. 

15. Tubal epithelium might readily escape from 
the tubal fimbriz independently of menstruation. 

16. The evidence thus far obtained shows that 
peritoneal endometriosis may arise from the im- 
plantation of both tubal and uterine epithelium. 

17. The present studies support this theory and 
emphasize the origin of peritoneal endometriosis 
from the implantation of tubal epithelium, but do 
not exclude its origin from other sources. 

E. L. Corneiyt, M.D. 


Ward, G. G.: Radium Therapy of Carcinoma of 
the Cervix Uteri. Bril. M.J., 1928, ii, 697. 
Murray, E. F.: Radium in the Treatment of Carci- 
noma Cervicis and Intractable Menorrhagia. 
Brit. M. J., 1928, ii, 609. 
Before the discovery of radium by Mme. Curie, 
cancer of the cervix uteri was treated by local de- 
struction of the carcinomatous tissue by cauteriza- 
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tion or operation. The question today is: Can we, 
with radium, obtain the same result in cancer of the 
cervix as can be obtained by the Wertheim opera- 
tion without the high mortality of that operation? 
Warp reports the results obtained with radium in 
the Woman’s Hospital of New York. . 

The armamentarium consists of about 280 mgm. 
of the salt in tubes and needles, and the average ini- 
tial dose has been from 2,400 to 4,200 mgm.-hrs. 
Experience has shown that the employment of mas- 
sive doses cannot give any better results than the 
intelligent application and re-application of smaller 
doses. In 50 per cent of the cases re-irradiation has 
been done, and in many of the cases with a successful 
outcome three or more irradiations have been given. 
The following tables summarize the results: 


TABLE I. FIVE-YEAR END-RESULTS (MAY, 1928) OF 
RADIUM TREATMENT OF CARCINOMA OF THE CERVIX 
UTERI AT THE WOMAN’S HOSPITAL, NEW YORK 


Patients living 





Percentage 
of those 


Patients | Patients 
treated | traced | No. 


Percentage 


Type of case 
v of those 











treated traced 

Classes 1, 2, 3, 4 134 126 31 24.6 23.1 
Classes 1, 2 (limited 

to cervix) 32 30 17 56.7 53.1 


Primary mortality, 0.44 per cent. 


TABLE Il. COMPARATIVE FIVE-YEAR RESULTS AND 
PRIMARY MORTALITY OF RADICAL OPERATIVE AND 
RADIOLOGICAL TREATMENT IN TOTAL CASES OF 
CARCINOMA OF THE CERVIX 


Patients Primary 


Jiving. mortality. 
*All clinics: Per cent Per cent 
Operative treatment. ............00006 18.0 17.2 
Radiological treatment................ 16.3 2.0 
*Radiumhemmet. . SETAE eee ee . 22.4 
Woman’s Hospital Clinic, May,1928 .... 23.1 


*From Heyman’s Report, 1927. 


TABLE III. COMPARATIVE FIVE-YEAR RESULTS IN 

OPERABLE CASES OF CARCINOMA OF THE CERVIX 

Patients 
living. 

*All clinics: Per cent 
ee CELLET LEER CLT OL 35.6 
PMINRIUONINOING S55 occ sc csc casceouseneceedes 34.9 
*Radiumhemmet................ Rah Cee ee ee 44.4 
Woman’s Hospital Clinic, May, 1928) «. «oe ee eee eee 53.1 


*l'rom Heyman’s Report, May, 1927. 


Murray reports a study of over 200 cases of car- 
cinoma of the cervix and intractable menorrhagia 
treated with radium since January, 1926, and 130 
cases in which a Wertheim operation was done. 
Radium bromide (100 mgm.) was applied for twenty- 
four hours to the external os. After the application 
the patient was kept at rest for fourteen days, 5 gr. 
of potassium iodide were given three times daily, 
and a douche was given daily. 

The after-results in 38 operable cases treated by 
the radical operation alone are compared with those 
obtained in a similar number of cases in which the 
radical operation was done after a preliminary 


application of radium. ‘The -lapsed time was three 
years in the first group and one year in the second 
group. The results were as follows: 


Operation only: Per cent 
PPE CR CECE T TTC apcak: ae 
Gperative GEBENS... ....0:506600550:5000% pecweracizesr 5 
rr Pr ere eae er epee 30 
Death front Othe? CAUSES. ..... 6... ccesecccesese 5 

Radium and operation: 

PEE IIe bcs Rs a oe a ER eae aaa 44 
CPCURUIVE GOALS... 5 oes oc cae re cceeusesie cee 
INO cscs Sadan sed bs taeeaee< saad won 34 
Death from other causes... .......cccccccrcee 6 


These results appear most unfavorable to radium, 
but their correct interpretation is that by the use 
of radium, it is now possible to include in the ‘‘ oper- 
able” group cases in which, in the earlier days, the 
surgeon would have hesitated to operate. 

In inoperable cases, radium undoubtedly improves 
the local condition. After the irradiation there is 
usually a smoothing and ultimately a contraction 
of the ulcerated area. The patient reports that she 
feels better and that the bleeding and even the dis- 
charge has ceased. ‘The average duration of life 
does not appear to be greatly influenced in the 
majority of cases. Of 23 patients who were con- 
sidered inoperable in 1926 and were treated with 
radium alone, 4 were alive in July, 1928, but 3 of 
them are in poor health. Of 24 patients who were 
regarded as inoperable in 1927, 17 are dead, 5 are 
dying, and 2 show no definite change. 

Murray concludes that radium treatment is safer 
than hysterectomy, gives almost as certain results 
as operation, and is the preferable form of treatment 
in such cases. The advantage to the patient in every 
respect is obvious. Radium irradiation is especially 
indicated in the cases of patients suffering from dis- 
ease of the heart, lungs, or kidneys, in which pro- 
longed anzsthesia and a major operation should be 
avoided. It is the ideal treatment for extremely 
nervous and elderly patients. It might be of use 
also in producing the artificial menopause in patients 
suffering from pathological blood disease, with a 
view to conserving the blood supply. 

Harry W. Fink, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Novak, E., and Everett, H. S.: Cyclical and Other 
Variations in the Tubal Epithelium. Am. J. 
Obst. & Gynec., 1928, xvi, 499. 


While the tubal mucosa does not participate in 
the bleeding of the menstrual process, its epithelium 
exhibits a definite cyclical change which is com- 
parable to that of the endometrium but not nearly 
so conspicuous as the latter, consisting more in mi- 
croscopic changes in the cells rather than in the 
grosser changes in pattern seen in the endometrium. 
The authors’ conclusions from examinations of the 
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tubes in 136 cases, in the majority of which the 
endometrium also was available for study, are as 
follows: 

1. The tubal epithelium consists of two chief 
types of cells, the ciliated and the non-ciliated. The 
latter are often spoken of as ‘‘secretory” cells. A 
third type, the “peg” cells (‘‘Stiftchenzellen,” 
“Schaltzellen”) have also been described, but it is 
probable that these represent only a phase of the 
non-ciliated cells. 

2. In the interval phase, the epithelium is uni- 
formly tall, the ciliated cells being broad, with 
rounded nuclei near the free margin, while the non- 
ciliated cells are narrower, with nuclei more deeply 
placed and taking a deeper stain. 

3. In the premenstrual phase, the ciliated cells 
become lower so that the secretory cells project 
beyond them, giving the epithelial margin a ragged, 
uneven appearance. The secretory cells show a 
bulbous herniation into the lumen of the tube. In 
spite of the great loss of cells, mitoses are rarely 
seen in the tubal epithelium. 

4. During the stage of menstruation, the pre- 
menstrual changes are carried farther, the epithelium 
becoming quite low. ‘The ciliated cells, especially, 
remain broad and low, but the secretory cells also, 
having been emptied of their cytoplasm, are much 
lessened in height, the nuclei often being quite bare 
of cytoplasm. Peg cells are numerous, and their 
appearance and distribution suggest that they are 
merely emptied secretory cells. 

5. The postmenstrual phase is characterized first 
by a low epithelium, which quite rapidly increases 
in height so that by the third or fourth day after 
menstruation it is often almost as tall as during the 
interval phase. The cells are narrow, closely placed, 
and, after the first day or so, of uniform height. 

6. During pregnancy, the epithelium becomes 
even lower than in the menstrual stage, and in the 
later stages it may become almost flat in many 
places. Secretory changes are not seen at this time. 

7. Cilia can be demonstrated in all stages, espe- 
cially by the examination of fresh tissues by the 
technique described. They are found also in the 
tubal epithelium of young children and of women 
many years beyond the menopause. This suggests 
that they must have some other function than that 
of assisting in the propulsion of the ovum. Perhaps, 
as has been suggested by Hartman, their chief réle 
is that of keeping the tubal lumen cleansed of 
foreign particles. 

8. Efforts at differential staining of the secretion 
have thus far been unsuccessful. Neither glycogen 
nor mucin can be demonstrated. There is as yet no 
positive knowledge regarding the significance of this 
tubal secretion. 

9. The prepubertal tubal epithelium is rather low, 
but shows both chief types of cells. Cilia, however, 
are very sparse, and are usually not seen at all in 
fetal or very early postnatal life. 

10. The epithelium of the postmenopausal tube 
may remain quite high for a surprisingly long time, 


perhaps a number of years after the cessation of 
menstruation. Cilia also may persist for many years. 
Sooner or later, however, the tubal folds become 
rounded and of fibrous appearance, the epithelium 
becomes low or even quite flat, and the cilia, of 
course, disappear. 

11. The tubal epithelium of tubes removed from 
patients suffering from hyperplasia of the endo- 
metrium was studied because the latter condition is 
unquestionably associated with a functional disturb- 
ance of the ovaries. Characteristically the epithe- 
lium was found to be high, uniform, and compact, 
with narrow cells, most of which were ciliated. 
There was no evidence of secretory change. ‘This 
bears out the view, for which there is other evidence, 
that the functional disturbance consists of an excess 
or persistence of the follicle stimulus with absence 
of the corpus luteum influence. 

12. The comparison of the tubal cycle in women 
with that of the lower animals, like the comparative 
study of the uterine and ovarian cycles, emphasizes 
the important differences, chronological and histo- 
logical, which exist. For example, the oestrus tube 
of the rodent resembles, not the menstrual or pre- 
menstrual tube of the human being, but the interval 
phase. Since oestrus in the lower animals is due 
undoubtedly to the follicle hormone, it seems clear 
that in the human being the maximum of follicle 
influence is reached during the interval phase, and 
that the later changes are due to the corpus luteum 
influence. To bear this out, the picture in the animal 
tube which resembles the human premenstrual tube 
is that seen in the metoestrum, during which stage 
the corpus luteum apparently plays the dominating 
role. E. L. Cornet, M.D. 


Williams, J. W.: Therapeutic Sterilization. J. Am. 
M. Ass., 1928, xci, 1237. 


The author reports 118 sterilizations performed 
in 33,000 obstetrical cases admitted to the Johns 
Hopkins Hospital. The sterilization was an essen- 
tial feature of the intervention. In other cases, not 
included in this series, it was unavoidably associated 
with an operation’ such as Porro section for uterine 
infection, hysterectomy for ruptured uterus or utero- 
placental apoplexy, salpingectomy, or oéphorectomy 
(or both) for adnexal disease, etc. 

Sterilization may be effected by: (1) operations 
on the ovaries such as castration or burying of the 
ovaries under the peritoneum; (2) operations on the 
tubes, (3) operations on the uterus, or (4) the use 
of the X-ray. Castration is undesirable, and burying 
of the ovaries is uncertain. The X-ray is uncertain 
when permanent sterility is desired, and when it is 
used for temporary sterility may damage the ova 
so that serious fetal abnormality may result when 
an ovum is fertilized. 

Hence, for the production of permanent sterility, 
we are restricted to uterine or tubal operations. 
Of these, the only reliable procedures are hysterec- 
tomy (preferably supravaginal) and wedge-shaped 
cornual excision of the proximal ends of the tubes 
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with careful closure of the uterine wound with fine 
sutures. These operations may be performed on 
non-pregnant women, pregnant women, or following 
cwsarean section at or near term. 

Of the 118 women whose cases are reviewed, 66 
were sterilized at term (34 by radical section and 
32 by conservative section plus tubal sterilization), 
45 were operated upon prior to viability (27 by 
hysterectomy and 18 by hysterotomy plus tubal 
sterilization), and 7 were non-pregnant (4 treated 
by hysterectomy and 3 by tubal sterilization). Of 
the 66 sterilizations at term, 48 were performed on 
account of marked disproportion necessitating re- 
peated section, the sterilization generally being done 
at the third or fourth section. The majority (about 
go per cent) of the hysterectomies were performed 
on colored women, who are much more indifferent 
to the preservation of menstruation than white 
women. 

Pathological conditions in the series necessitating 
sterilization were chronic nephritis (28 cases, 9 at 
term and 19 before viability), serious heart disease 
(12 cases, 5 at term, 6 before viability, and 1 at 
the end of the puerperium), tuberculosis (9 cases, 
all early in pregnancy), and disease of the solitary 
kidney after previous nephrectomy (2 cases, both 
treated by hysterectomy). In the case of a woman 
with a sacculated uterus which had been previously 
suspended, the appendages on one side being re- 
moved simultaneously, sterilization was performed 
after section at term by cornual excision of the 
remaining tube, chiefly on account of persistent ab- 
dominal pain throughout the pregnancy. 

In the past seven years the author has performed 
sterilizing operations 15 times for psychiatric indica- 
tions and 4 times for social indications. He realizes 
that the validity of such indications may be ques- 
tioned, but believes that in these few cases, selected 
from a much larger number studied in collaboration 
with the psychiatric and social welfare departments, 
the indications were definite. 

In Williams’ opinion, the prevention of conception 
is justified by chronic nephritis, tuberculosis, serious 
heart disease, and frequent childbearing in the case 
of a debilitated woman. No procedure is absolutely 
certain, but the best is the use of the sheath or the 
occlusive pessary. Absolute continence is, of course, 
the only thoroughly reliable method, but in most 
cases is impossible of realization and may lead to 
marital unhappiness. Advice regarding contracep- 
tive methods may be accepted by intelligent pa- 
tients, but in the cases of the ignorant or feeble 
minded, sterilization by operative measures is pref- 
erable. E. L. Kine, M.D. 


Laqueur, E., and De Jongh, S. E.: A Female 
(Sexual) Hormone. J. Am. M. Ass., 1928, xci, 
1169. 


The authors have isolated a water-soluble non- 
toxic hormone which they called ‘‘menformon.”’ Its 
biological and biochemical properties are summar- 
ized as follows: 


1. It produces oestrus in castrated rats and mice. ; 


2. Experimentally, it increases the size of the juve- 
nile uterus, vagina, and tubes. 

3. It induces growth of the mammary glands in 
young females and males. When small doses are 
given, only the glandular tissue grows; large doses 
develop the external parts, fat tissue, and mammille. 

4. It increases metabolism only in castrated fe- 
males. 

5. It has an antimasculine influence on the testes, 
penis, seminal vesicles, and prostate. In young male 
animals it retards growth, and in adult males it 
causes a considerable reduction in the size of the 
testes. 

6. It is non-toxic over long periods of time. 

7. It is resistant to heat and the action of alkalies, 
acids, ferments, and reducing agents, but is suscep- 
tible to oxidizing agents. 

Menformon occurs in, and may be prepared from, 
normal organs and fluids (placenta, testes, follicular 
fluid, amniotic fluid, and urine). 

It is marketed as a solution containing 40 units 
per cubic centimeter. A unit is the mouse unit (M. 
U.), the smallest quantity which, divided into six 
doses in forty-eight hours, produces symptoms com- 
parable with those of normal cestrus in 75 per cent 
of castrated mice into which it is injected. 

The authors report only experimental data. The 
therapeutic efficacy of menformon in clinical cases is 
not discussed. Cuarces F. Du Bois, M.D. 


Allen, E., Pratt, J. P., Newell, Q. U., and Bland, 
L.: Recovery of Human Ova from the Uterine 
Tubes: Time of Ovulation in the Menstrual 
Cycle. J. Am. M. Ass., 1928, xci, 1018. 


Relatively little is known of the human ovum 
from just before the time of ovulation until after the 
time of implantation of the developing embryo in 
the uterus. Consequently the time of ovulation in 
the menstrual cycle in woman has been computed 
chiefly from the condition of the corpus luteum 
rather than from the finding of ova in the tubes. 
In an attempt to fill the gap in our knowledge of 
early human embryology, the authors planned a 
coéperative investigation with the following objec- 
tives: (1) the recovery of human ova from the uter- 
ine tubes; (2) the correlation of their condition with 
the menstrual history and the stage of development 
of the early corpora lutea from which these ova had 
been extruded, and (3) a continuance of the quanti- 
tative analyses of the amount of ovarian hormone 
in tissues of the human ovary. 

Seven human ova were recovered from tubes. The 
first ovum was obtained from a woman who was 
operated upon on the fifteenth day of the menstrual 
cycle (after the onset of the previous menses). It 
appeared to be in good condition and measured 
0.117 mm. in its greatest diameter. The outlines of 
the outer membrane (zona pellucida) were clearly 
visible. The egg was slightly ovoid and transparent. 
The yolk was a very light yellow. The corpus lu- 
teum of this ovum had a fresh rupture point which 
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was visible on the surface of the ovary. When 
opened, the corpus luteum was found to be thin 
walled and to have a central cavity filled with blood- 
tinged, straw-colored fluid. 

Among the other cases in which ova were collected 
there was one case in which an ovum was obtained 
from each tube. Each ovary contained an early cor- 
pus luteum. Another case illustrated the internal 
migration of the ovum from the left ovary to the 
right tube. 

Some of the observations made during this study 
indicate that menstruation without ovulation, which 
is so common in the monkey, must be recognized as 
occurring in woman. Harry W. Fink, M.D. 


MISCELLANEOUS 


Giles, A. E.: The Diagnosis and Treatment of 
Sterility. Brit. M.J., 1928, ii, 647. 

Forsdike, S.: The Diagnosis and Treatment of 
Sterility in Women. Brit. M. J., 1928, ii, 648. 


GILES states that in the study of sterility in the 
female the general and sexual development of the 
woman and the possibility of normal intercourse, of 
effectual reception of spermatozoa at the os exter- 
num, of the passage of spermatozoa through the 
tubes, and of normal development of the fertilized 
ovum in the uterus must be considered. He dis- 
cusses the typical “ pinhole os,” marked retroversion 
and acute anteflexion of the uterus, and the character 
of the vaginal discharge. 

For cases of under-development, Giles recommends 
marriage and the administration of thyroid and 
ovarian products. Thyroid extract can quite well be 
given by mouth, but the ovarian extract should be 
administered by hypodermic injection. For faulty 
metabolism with pronounced obesity, Giles advises 
reduction of weight supplemented by the administra- 
tion of thyroid. Difficulty in intercourse should be 
remedied by digital dilatation under anaesthesia or a 
plastic operation. In some cases, artificial insemina- 
tion may be advisable. When there is hindrance to 
the entry of spermatozoa into the cervical canal, 
dilatation of the cervical canal should be carried out. 
A glass intra-uterine stem pessary should be intro- 
duced and retroversion or retroflexion corrected. 
Discharges due to adenomatous disease of the vagi- 
nal aspect of the cervix (erosion) or to endometritis, 
especially of the cervical type, require curettage. 
Tubal obstruction can be overcome only by surgery. 

ForspIKE divides the causes of sterility into the 
congenital, the acquired, and the functional. From 
the clinician’s point of view, the cases may be di- 
vided on physical examination into two groups: 
(1) those in which gross lesions are present, and (2) 
those in which there is no gross lesion or’no lesion 
sufficient to account for the condition. This article 
is limited to cases of the second group. 

Twenty-five per cent of childless marriages are 
due to the condition of the husband. The semen of 
46 of 146 men whose wives came under the author’s 
care for sterility was found to be defective. 


The study of a case of sterility in the female 
should begin with a search for spermatozoa in the 
vagina and the cervix following coitus. 

Forsdike describes the exploration of the uterus 
by dilatation of the cervical canal and inflation of 
the uterus and tubes with gas or air. Without 
anesthesia, he uses a pressure of 300 mm. Hg, 
provided the patient does not complain. If that pres- 
sure is attained and no air passes, the tubes are 
definitely closed. When anesthesia is induced, the 
pressure never exceeds 200 mm. Hg as the patient 
cannot warn of tension pain. With anasthesia and 
the abdomen open, Forsdike allows the pressure to 
go up to 300 mm. Hg. If the test is positive, there is 
no doubt about the patency of the tubes, but if it 
is negative, it may mean that the tubes are tem- 
porarily blocked by kinking. Inflation shows only 
whether the tubes are patent or closed. It does not 
reveal the site of closure. Plastic operations on the 
narrow part of the tube are not justified. In cases of 
obstruction of the tube at the fimbriated extremity, 
operation was successful in 45 per cent, but success 
ful results were obtained in only 1o per cent. The 
most favorable cases are those in which the fimbri« 
can be saved. The ovary should be freed and loosely 
fixed in the mouth of the new ostium. When an 
incision is necessary to establish a new ostium, the 
serous coat should be undercut so that the suture car- 
ries the peritoneal edge over the raw surface, thus 
preventing the formation of adhesions. 

The X-ray examination of the uterus and tubes is 
facilitated by the use of lipiodol. Lipiodol has no ill 
effect upon the peritoneum. The technique of its 
use is described. In order to obtain the. fullest in- 
formation regarding the tubes, an oblique roentgeno- 
gram should also be taken at the time of injection 
when the tube is in the uterus. A second roentgeno- 
gram made a day or two after the examination will 
show the lipiodol in the peritoneal cavity. Lipiodol 
is absorbed and disappears from the peritoneal 
cavity in from seven to ten days. It disappears from 
the uterus by gravitation in one or two days, but 
when injected into closed tubes it may produce a 
shadow for several months. When lipiodol is being 
used as a therapeutic agent, 5 c.cm. is all that is 
necessary, as that quantity is sufficient to fill both 
tubes and the uterus. 

Of a number of apparently normal women sub- 
jected to inflation of the uterus and tubes, 31 per 
cent became pregnant subsequently. Seven (14 per 
cent) of the pregnancies ensued so closely upon the 
inflation that the inflation and conception may be 
considered in the relationship of cause and effect. 

Lipiodol injection in sixty-seven cases showed 
that in twenty-six cases the tubes were apparently 
closed. 

When the patient remains sterile for three months 
after inflation showing the tubes to be patent, 
Forsdike makes an examination with lipiodol and 
delays further procedures for nine months. When 
inflation shows the tubes to be closed, he attempts a 
plastic operation on the tubes if, in investigation 
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with lipiodol, the obstruction is found to be in the 
ampulla. If the sterility still persists after all this 
has been done, only the ovaries remain to be con- 
sidered. These organs should be examined by ab- 
dominal operation. 

The conditions in the ovaries which may be ex- 
pected to hinder conception are: (1) a thickened 
tunica albuginea; (2) cystic ovaries; (3) cysts of one 
or both ovaries; and (4) veils of peritoneum which 
completely shut off the ovaries from the peritoneal 
cavity. Incision and scarification of the thickened 
tunica is likely to induce a more extended infection 
with the formation of additional adhesions, and re- 
section of a cystic ovary merely increases the fibrous 
tissue already present. Cysts of one or both ovaries, 
in contradistinction to cystic ovaries, exert a restric- 
tive influence upon successful ovulation. Forsdike 
has operated upon six cases of small unilateral cysts 
in which the duration of sterility was three, five, five, 
six, seven, and seven years respectively. In four, 
pregnancy resulted within three months. 

Forsdike believes that the condition usually 
described as “incompatibility” or ‘selective steril- 
ity’”’ is a combined relative sterility in which the 
fertility of both the male and the female is low. 

RoLanp S. Cron, M.D. 


Polak, J. O., and Tollefson, D. G.: What Can We 
Learn from a Study of Mortalities? Am. J. 
Obst. & Gynec., 1928, xvi, 600. 

The authors have analyzed the mortality in the 
Long Island College Hospital in the past five years. 
The total mortality among 4,270 cases admitted 
was 138 deaths. Forty-three of the deaths occurred 
in cases not treated surgically and therefore are not 
considered in the discussion. In the 3,125 cases 
operated upon there were 95 deaths. The fatal 
issue can be attributed to one of the following 
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causes: (1) an omission in the history or the physical 
or laboratory examinations or misinterpretation of 
the findings, (2) inadequate pre-operative prepara- 
tion, (3) cardiac embarrassment caused by the use 
of the high Trendelenburg position in cases with a 
high blood pressure, (4) shock caused by the pro- 
longed use of the Trendelenburg position in cases 
with a low blood pressure, (5) too much surgery at 
one time, (6) too great prolongation of the opera- 
tion, (7) operation performed following prolonged 
subacute or chronic infection with a leucocytosis or 
leucopenia, or (8) operation in the presence of 
active infection. 

The gross operative mortality in the five-year 
period was 2.9 per cent. The fatal cases are divided 
as follows: 

1. Cases of malignancy in which the abdomen 
was opened to confirm the diagnosis and an inopera- 
ble condition was found. In this group there were 
25 cases. 

2. Emergency cases. ‘This group included 3 
cases of acute appendicitis with diffuse peritonitis, 
11 cases of sepsis, 2 cases of gall-bladder disease, and 
1 case of ruptured ovarian cyst. 

3. Cases of elective operation. In this group 
there were 52 cases. Of 2 patients subjected to a 
vaginal operation, 1 died from intercurrent pneu- 
monia two weeks later and the other from acute 
suppurative peritonitis following treatment with 
radium. 

The authors state that a review such as is here 
presented is a sad commentary on surgical judg- 
ment and surgical care. They conclude that not 
sufficient attention is given to the suggestive find- 
ings developed in pre-operative study, and em- 
phasize the fact that surgical judgment can be de- 
veloped only by pathological study of the living. 

FE. L. Cornett, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Siddall, A. C.: The Hormone Test for Pregnancy. 
Report II. J. Am. M. Ass., 1928, xci, 779. 


The hormone test for pregnancy is based on the 
effect of the injection of gravid female blood serum 
on the uterus and ovaries of white female mice. 
The total weight of the mouse divided by the weight 
of the uterus and ovaries gives a ratio which serves 
as an index. If the ratio is above 400, the test is 
negative for pregnancy, whereas if the ratio is less 
than 400 the test is positive. 

Sexually immature mice react differently than 
sexually mature mice. In the mature animal there is 
an enlargement of the ovary associated with the 
formation of corpusluteum. In the immature animal 
there is an enlargement of the uterus. 

The author believes that uterine enlargement is 
caused by an ovarian or a placental hormone. The 
ovarian enlargement which occurs in the mature 
animal is probably due to the anterior pituitary 
hormone. 

In 139 cases in which the hormone test for preg- 
nancy was used there were only 6 erroneous results. 
This test has been employed also for the quali- 
tative determination of the potency of commercial 
liquid extracts of ovary and anterior lobe .of the 
pituitary gland. Cart H. Davis, M.D. 


Lobre, F., and Dalsace, J.: Six New Cases of Preg- 
nancy Following Exploration of the Tubes by 
the Injection of Lipiodol (Six nouvelles grossesses 
consécutive 4 des explorations tubaires par injection 
de lipiodol). Bull. Soc. d@obst. et de gynéc. de Par., 
1928, xvii, 612. 

The authors add six new cases of pregnancy fol- 
lowing the injection of iodized oil to two cases previ- 
ously reported. That the pregnancies were not 
merely coincident with the exploration of the tubes 
is evident from the fact that the patients had re- 
mained sterile after other methods of treatment. The 
case records were briefly as follows: 

CasE 1. The patient was thirty-four years of age. 
Menstruation was established at the age of fifteen 
years. It was painful but otherwise normal. The 
patient had been married eight years, but had never 
been pregnant. Several dilatations and a trachelo- 
plasty failed to cure the sterility. Lipiodol injection 
showed the right tube to be obliterated and the left 
tube to be permeable. ‘The patient became pregnant 
four months after the examination. 

CasE 2. The patient was thirty years of age. Men- 
struation was established at the age of fifteen years. 
It was painful but otherwise normal. The patient 
had been married for two years and had never been 
pregnant. An insufflation in 1927 was negative. An 


injection of lipiodol in 1928 demonstrated permea- 
bility of both tubes. Pregnancy began two months 
after the examination. 

Case 3. The patient was a woman twenty-five 
years of age. She had been married one year and had 
never been pregnant. Six attempts at insufflation 
failed to demonstrate permeability of the tubes. An 
injection of lipiodol revealed a small uterus in back- 
ward and lateral displacement. The tubes were 
short and slender but patent. Pregnancy occurred 
two months later. 

CasE 4. The patient was thirty years of age. She 
had been married eight years but had never been 
pregnant. Menstruation was entirely normal. Di- 
Jatations and pelvic massage were without effect on 
the sterility. The injection of lipiodol showed ex- 
treme lateral flexion of the uterus and permeability 
of both tubes. The patient became pregnant two 
months later. 

CasE 5. The patient was thirty-six years old and 
had been married since 1920. Menstruation was 
normal. During 1923, two spontaneous abortions 
occurred in the sixth week. In 1924, the patient had 
a full-term normal pregnancy, but she had not been 
pregnant since then. Injection showed both tubes to 
be very long but permeable. Two months later an 
abortion occurred. 

CasE 6. The patient was thirty-four years old and 
had been married nine years. Menstruation was 
normal. Abortions occurred in 1922 and 1927 in the 
sixth week and fifth month respectively. Explora- 
tion with lipiodol was performed to determine the 
cause of the abortions. ‘The uterus was markedly 
flexed to the left and retroverted. The right tube 
was greatly elongated and the left tube short and 
scarcely permeable. Pregnancy occurred the next 
month after the examination. 

In Cases 2 and 3, lipiodol injection demonstrated 
permeability of the tubes which could not be ob- 
tained by insufflation. Practicing insufflation and 
lipiodol injection on the same patients, the authors 
found seven who were negative to insufflation but 
positive to lipiodol. 

In Cases 3 and 4, the tubes which were at first 
blocked became permeable after a pressure of 30 mm. 
of mercury had been maintained for from twenty to 
thirty minutes. During the course of the procedure, 
colic, nausea, and faintness frequently occur, but 
if the pressure is controlled by an accurate ma- 
nometer, these symptoms should not interrupt the 
injection. 

The dangers of the method are slight. In 150 cases 
there were no accidents. The incidence of successful 
results in the treatment of sterility cannot be deter- 
mined with certainty. In 63 private cases treated in 
this way there were 7 pregnancies, whereas in 52 hos- 
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pital cases there was only 1 pregnancy. It is possible, 
however, that some of the latter group of patients 
were referred to the maternity wards of the hospi- 
tal and thereby escaped observation. 

Avpert F. De Groat, M.D. 


Frey, E., and Lardi, F.: Heart Disease and Preg- 
nancy and Abdominal Cesarean Section under 
Local Anzsthesia in Cases of Heart Disease 
(Herzfehler und Schwangershaft und die abdominale 
Schnittentbindung in Lokalanaesthesie bei Herz- 
fehler). Zischr. f. Geburtsh. u. Gynack., 1928, xciii, 1. 


On the basis of the literature, the authors first 
discuss the influence of pregnancy and labor on the 
normal and diseased heart and the prognosis and 
treatment of heart disease in pregnancy. They then 
report the experience of the Zurich clinic in 9,966 
deliveries occurring in the period from 1920 to 1926. 
Among these cases there were 74 of pregnancy com- 
plicated by heart disease. 

In 12 cases the pregnancy was interrupted thera- 
peutically during the first half; in 43 cases delivery 
occurred spontaneously by the natural route at 
term; and in 19 cases cwsarean section was done 
under local anwsthesia in the second half of preg- 
nancy or during labor. 

‘The cases in which the pregnancy was interrupted 
included 3 cases of mitral insufficiency, 2 cases of 
mitral stenosis plus insufliciency, 1 case of mitral 
stenosis, and 6 cases of other heart lesions. In ro of 
these 12 cases, abdominal cwsarean section with 
tubal sterilization was done under local anasthesia. 
All of the women except t were discharged with 
compensation and free from symptoms. 

The cases in which delivery occurred spontan- 
eously included 19 with mitral insufficiency, 13 
with mitral insufficiency plus stenosis, 6 with mitral 
stenosis, and 5 with other heart lesions. In 6 cases 
there were slight signs of decompensation. All 43 
mothers left the clinic with full compensation and 
without symptoms. ‘The favorable course in the 
cases with mitral stenosis was noteworthy. 

The cases of abdominal delivery included 8 with 
uncomplicated mitral stenosis, 5 with mitral stenosis 
plus insufficiency, 2 with aortic insufficiency plus 
mitral stenosis, 2 with mitral insufficiency, and 2 
with congenital heart disease. Signs of decom- 
pensation were present in 13 of these 19 cases. All 
of the women had complete compensation after the 
puerperium and were without symptoms when dis- 
charged. 

Attention is called to the very high percentage 
of mitral stenoses among the lesions that made 
cwsarean section necessary (79 per cent). On the 
other hand there were only 2 cases of mitral in- 
sufliciency in this group. As spontaneous delivery 
occurred in 19 cases, the author believes that the 
routine interruption of pregnancy in cases of mitral 
stenosis, which is demanded by many obstetricians, 
is not justified. He admits, however, that mitral 


stenosis must be regarded as decidedly graver than 
Kasortu (G). 


other heart lesions. 


Engelsgaard, H. d’U. A.: A Case of Bilateral Extra- 
Uterine Pregnancy (Ein Fall von doppelscitiger 
Extrauteringraviditaet). Med. rev., 1928, xlv, to. 

The patient whose case is reported was a woman 
thirty-three years of age whose first child was born 
eight years previously by normal labor following a 
normal pregnancy. Menstruation had always been 
regular except that two years before there was an 
interval of seven weeks between two periods, during 
which there was abdominal pain followed by slight 
bleeding for five days. 

On the left side, beneath the umbilicus, the 
abdomen was distended and a circumscribed painful 
resistance was found. The uterus was slightly en- 
larged and displaced to the left. Behind the uterus, 
slightly to the left, a sharply demarcated, uneven, 
firm, and tender tumor could be palpated. The region 
of the left adnexa was not painful on pressure. ‘The 
right adnexa were sensitive to pressure and pre- 
sented a soft resistance. A diagnosis of extra- 
uterine pregnancy was made. 

Twenty cubic centimeters of lipiodol were in- 
jected for metrosalpingography. The roentgen pic- 
ture showed an enlarged, atonic uterus displaced 
toward the left. In the left tube there was a lipiodol 
shadow the size of a pea, and on the left side, above 
the tubal angle, the skeleton of a fetus was distinctly 
recognizable. The length of the spinal column was 
6.5 cm. and the total length of the fetus about 16 
cm. The right tube was closed and the uterus atonic. 

Laparotomy revealed a tumor about the size of a 
fist in the lower part of the abdomen on the left side. 
This tumor was connected by adhesions to the 
omentum, the left adnexa, and the uterus and was 
found to contain a mummified fetus and an atrophic 
placenta. On the right side there was a freshly 
ruptured tubal pregnancy. 

The tumor with the old abdominal pregnancy 
was removed and both tubes were extirpated. 
Convalescence was uneventful. SAENGER (G). 


Guillemin, A.: Acute Appendicitis with Rupture 
of a Bilateral Tubal Pregnancy (Appendicite 
aigué et rupture de grossesse tubaire bilatérale). 
Bull. Soc. d’obst. et de gynéc. de Par., 1928, xvii, 649. 

The case reported was that of a woman twenty- 

three years of age. After a few days’ delay of a 
menstrual period, the patient had taken an emmeno 
gogue and thereafter the bleeding had lasted six 
days. Two days later she suffered an attack of 
severe pain in the right lower quadrant of the abdo 
men which was associated with rigidity and a tem- 
perature of 102 degrees I. and confined her to bed 
for three days. A week later she had another attack 
with more severe symptoms in the region of the 
appendix and a slight discharge of blood from the 
vagina. This attack was of short duration, but after 
another seven days the pain recurred with symptoms 
of shock. At this time there was no fever. Examina- 
tion revealed rigidity and tenderness in the right 
lower quadrant of the abdomen and distention of 
the cul-de-sac of Douglas. 
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Operation disclosed a large quantity of blood in 
the pelvis and a ruptured pregnancy in each tube. 
Both ovaries contained a corpus luteum. ‘The ap- 
pendix was greatly inflamed and moderately ad- 
herent. Bilateral salpingectomy was performed with 
preservation of a stump of the right tube and the 
appendix was removed. Uneventful recovery re- 
sulted. Acbert F, De Groat, M.D. 


Bompiani, R., and Stilon, V.: Experimental Study 
of Premature Separation of the Placenta 
(Ricerche sperimentali sul distacco intempestivo 
della placenta). Riv. ital. di ginec., 1928, vii, 457. 

Experiments were made on rabbits to determine 
the cause of premature separation of the placenta. 
A renal lesion of the type of interstitial nephritis in 
man can be brought about in rabbits by the pro- 
longed intravenous injection of sodium oxalate. A 
few injections of this substance cause changes in the 
kidney which are chiefly hemorrhagic. If such in- 
jections are given to a pregnant rabbit near term, 
the pregnancy may be interrupted and necropsy 
may show a retroplacental clot which indicates be- 
ginning detachment of the placenta from its uterine 
attachment. If pregnancy occurs in a rabbit with a 
renal lesion of the type of interstitial nephritis and 
persistence of the lesion is maintained by repeated 
injections of sodium oxalate, abortion is very apt to 
result and not infrequently the fetus shows signs of 
mummification. 

Nephritis of the interstitial type may cause pre- 
mature detachment of the placenta and the forma- 
tion of a retroplacental clot. In these cases, in addi- 
tion to free or coagulated blood in the cavity of the 
uterus, there may be small punctate or stellate ham- 
orrhages outside the zone of insertion of the placenta, 
both on the surface of the mucosa and on the serosa 
of the horns of the uterus. Histological examination 
shows occult hemorrhages and areas of infarction in 
the placenta itself. ‘The same phenomena are seen 
with even greater frequency and severity in rabbits 
with interstitial nephritis which have died from in- 
jections of extract of placenta. 

The authors’ experiments show the great import- 
ance of renal lesions in causing premature separation 
of the placenta, whether such lesions precede or 
begin acutely during the course of pregnancy. 

Aubrey G. MorGcan, M.D. 


Kreis, J.: —Two Observations of Placenta Przvia 
Reflexa During Labor; Diagnosis; Symptoms; 
Treatment by Low Czsarean Section. A 
Study of the Formation of the Lower Uterine 
Segment (Deux observations de placenta praevia 
reflexa pendant l’accouchement; diagnostic; clini- 
que; traitement par césarienne basse; étude de la 
formation du segment inférieur). Gynéc. et obst., 
1928, xviii, 136. 

Placenta previa reflexa has rarely been diagnosed 
clinically. 
The first case reported by the author was that of 

a woman who developed metrorrhagia a month 

before term. The loss of blood continued, but was 


very slight. At the onset of labor the cervix was 
2 cm. long and admitted a finger tip. After ten 
hours it had changed little if at all and, contrary to 
expectations, there was no bleeding. Careful 
examination revealed a thick membrane covering 
the internal os, through which the presenting part 
could scarcely be felt. Posteriorly and laterally the 
finger could be passed between what was believed 
to be the placenta and the uterine wall. Anteriorly 
and to the right the membrane was fixed solidly to 
the uterine wall. This membrane gave the sensation, 
not of the cotyledinous surface of the placenta, but 
of the fetal surface. 

Because of a rise in the temperature, a low 
cesarean section was performed. ‘The placenta was 
found implanted on the anterior and right wall of 
the uterus, its lower border covering the internal os. 
After removal of the placenta, the membrane, 0.5 
cm. thick, which had been palpated during labor 
was identified as the decidua reflexa. 

In the second case reported the anatomical find- 
ings were nearly identical with those of the first case. 
There was no bleeding during labor and the charac- 
teristic vaginal findings permitted a clinical diag- 
nosis. ‘This patient also was delivered by low 
cwsarean section. 

So far as the author is aware, these are the first 
cases of placenta praevia reflexa to be diagnosed 
during labor. 

In neither of the cases was the cervix appreciably 
effaced. In the first case the lower uterine segment 
was little developed, but in the second it was 
perfectly developed. The author concludes that the 
effacement of the cervix contributes nothing to the 
formation of the lower segment. He believes that 
the lower segment evolves from the corpus since in 
all low cwsarean sections for placenta pravia the 
incision is always above the prwvia portion of the 
placenta. This is true because the placenta praevia 
is practically always primarily inserted in the body 
of the uterus and covers the internal os which does 
not change position until labor begins. 

In support of his theory, the author cites also the 
following facts: — 

1. In primipara, the vaginal portion of the 
cervix is often nearly completely effaced, but a 
cervical canal of 3 or 4 cm. is conserved. 

2. In partial placenta prwvia, artificial rupture 
of the membranes results in ascent of the placenta. 

3. When the area of detachment of the placenta 
in a case of total placenta praevia is measured, it is 
found to be much shorter than the surface of the 
placenta. 

4. Ina case reported, there was a well-developed 
lower segment with a cervical canal of 4 cm. 

The conclusion is drawn that the uterine muscula- 
ture ascends during pregnancy and labor, and that 
this ascent is independent of the effacement of the 
cervix. ‘The mechanism is explained by the dis- 
position of the muscular layers of the uterus which 
allows the long external layers to be displaced up- 
ward without greatly affecting the short deeper 
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layers. ‘This muscular arrangement explains also 
why the placenta does not become prematurely 
separated during normal labor. 

Aubert F. Dre Groat, M.D. 


Cathala, V., and Bardy, J.: Can the Age of a Fetus 
Be Determined from the Degree of Develop- 
ment of the Bones? A Study Based on the 
State of the Centers of Ossification in Single- 
Ovum Twins (L’age d’un foetus peut-il étre fixé par 
le degré de développement de son ossification? Etude 
basée sur Ja recherche des points d’ossification chez 
les jumeaux univitellins). Bull. Soc. dobst. et de 
gynéc. de Par., 1928, xvii, 601. 

From a comparison of the ossification centers of 
single-ovum twins the authors draw the following 
conclusions: 

1. When the twins are equally developed, the 
centers of ossification are often, but not always, of 
the same size. 

2. When the twins are of unequal development, 
the centers of ossification are sometimes of the same 
size, but more often are unequal. The inequality is 
proportional to the difference in the general bodily 
development. Acbert Ff. De Groat, M.D. 


Hofbauer, J.: The Structure and Function of the 
Ureter During Pregnancy. J. Urol., 1928, xx, 413. 


Pyelograms show that a moderate degree of 
hydro-ureter is an almost constant concomitant of 
pregnancy. In examinations of too normal women 
during the seventh to ninth month, Pugh noted that 
in 80 per cent the action of the ureters was sluggish. 

In a study of the morbid anatomy of the urinary 
tract in pregnancy, the author found definite hyper- 
plastic and hypertrophic changes in the pelvic por- 
tion of the ureter, both in the musculature and in 
the connective tissue. ‘These changes were par- 
ticularly pronounced in the juxtavesical portion 
where the ureter passes through the parametrium. 
Often the ureteral sheath equalled or exceeded the 
diameter of the ureter itself, and the increased 
fibroplastic tissue between the hypertrophied muscle 
bundles created a rigid structure with the lumen 
narrowed. The striking feature of the intravesical 
portion of the ureter was the marked development 
of connective tissue and hypertrophy and hyper- 
plasia of muscle bundles. ‘Therefore histological 
evidence strongly indicates that urinary obstruction 
in pregnant women is caused by certain anatomical 
conditions in the juxtavesical portion of the ureter 
due to hyperplastic and hypertrophic changes in the 
constituents of the ureteral wall. 

Recent experimental work has shown that a 
definite increase of bile-acid occurs in the blood of 
pregnant women. Bile salts have a depressing effect 
upon the tonus and contraction of the uterine muscle 
almost comparable to the effects of narcotics. They 
have a similar effect on the small intestines. In 
experiments on pig’s ureters, the author demon- 
strated that sodium glycocholate, even in the pro- 
portion of 1:20,000, causes either a diminution in the 
amplitude of contractions, a prolongation of the 


interval between contractions, or both. Moreover, 
adrenalin (1:10,000) not only restores the normal 
contractions of the ureter but often induces more 
rapid peristalsis. KEphedrin is a less potent stimu- 
lant. In the pregnant pig, the ureter shows a higher 
degree of sensitiveness to sodium glycocholate, 
smaller doses being capable of prolonging the in- 
tervals of contractions and also of entirely inhib- 
iting them. 

The depressing effect of bile salts may offer an 
adequate explanation for the loss of ureteral tone 
in pregnant women. An acceptable basis for the 
interpretation of such phenomena is afforded by the 
recognized tendency of bile salts to lower surface 
tension. Abundant clinical evidence indicates that 
the upper and middle end of the ureter is more re- 
sponsive to adrenalin than the lower end. On the 
other hand, the rather transient stimulating effect 
of pituitrin is more marked on the lower end of the 
ureter. Therefore it may be inferred that the ad- 
ministration of adrenalin constitutes a_ rational 
procedure in the treatment of pyelitis in pregnancy. 
Evidence is at hand as to the value of pituitrin for 
this condition. However, further experience is 
necessary to determine which of the two hormonic 
principles is the more effective. 

Atice F. Maxwe tt, M.D. 


Duncan, J. W., and Seng, M.I.: Factors Predispos- 
ing to Pyelitis in Pregnancy. Am. J. Obsl. & 
Gynec., 1928, Xvi, 557- 

During pregnancy, physiological forces external 
to the ureter cause obstruction to ureteral and renal 
drainage. Dilatation of the right ureter is constant 
and hydronephrosis on the right side is only slightly 
less common. The left ureter and renal pelvis escape 
this dilatation in a markedly higher percentage of 
cases, but bilateral hydro-ureter and hydronephrosis 
are very frequent. ‘These conditions occur earlier 
and more frequently and are more marked in multi- 
pare than in primipara. Stasis, the inability of the 
renal pelvis and ureter to empty themselves within 
the normal time limits, is an almost constant finding 
in pregnant women, and after delivery persists to a 
less marked degree for some time. 

The demonstration of coliform organisms and an 
unexpected amount of pus in the bladder and kidney 
urine of supposedly healthy pregnant and puerperal 
women justifies the term “hidden infection.”” The 
line of demarcation between the physiological and 
the pathological in these cases is a very fine one. 
The remaining factors necessary for the development 
of pyelitis are trauma and a decrease of immunity 
or resistance. I. L. Cornett, M.D. 


Loeser, A.: Forty-Five Cases of Pregnancy Toxi- 
cosis -Acidosis—Treated with Insulin (45 
Faelle von Schwangerschaftstoxikosen—Acidosen 
mit Insulin behandelt). Zentralbl. f. Gynack., 1925, 
lii, 1405. 

The author’s forty-five cases of pregnancy toxi- 
cosis which were treated with insulin included 
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thirty-six cases of hyperemesis, four of pregnancy 
dermatoses, and five of eclampsism and eclampsia. 
The cases of hyperemesis were divided clinically 
into three groups. The eighteen cases of the first 
group were relatively easy to influence therapeuti 
cally. First, a few pieces of loaf sugar were given, 
and half an hour later 5 units of insulin were ad- 
ministered with fruit juice. he dose of insulin was 
gradually increased to 15 units twice a day. There 
were no failures in spite of the fact that throughout 
the treatment the patient was allowed to be up and 
about. 

In the ten cases of the second group, everything 
that was taken by mouth was vomited. ‘Therefore 
the sugar was given by rectum. Half an hour later, 
10 units of insulin were administered. At the end 
of eight days, the patient’s condition was so much 
improved that the sugar could be given by mouth. 
By continuing the treatment for at least three 
weeks, it was possible to prevent recurrences in 
every case. The dosage never exceeded 40 units of 
insulin with 3 or 4 gm. of glucose per unit. 

The third group included cases of uncontrollable 
vomiting with considerable loss of weight and very 
poor general condition. In these, glucose and insulin 
were given intravenously in amounts of about 30 
units. ‘There were two failures, which are described 
in detail. 

In the cases of eclampsia, the action of insulin 
therapy was rapid and certain, as the author had 
demonstrated previously. Although he frequently 
gave insulin alone, which in mild cases of eclampsia 
is sufficient to increase the glycogen content of the 
liver, he usually recommends the simultaneous ad- 
ministration of glucose (from 1 to 2 gm. per unit). 

KESSLER (G). 


Berman, S.: The Phenoltetrachlorphthalein Test 
of Liver Function in the Late Toxzmias of 
Pregnancy. Am. J. Obst. & Gynec., 1928, xvi, 410. 

Berman has tried to differentiate hepatic from 
renal toxawmia by using the phenoltetrachlorphtha- 
lein test of liver function ‘The dye was injected 
intravenously, 0.5 mgm. being used per kilogram of 
body weight. Blood was then withdrawn and 
allowed to stand until it clotted, the serum was 
alkalinized with 5 per cent sodium hydroxide, and 
the resulting colors were compared with standards. 

In normal pregnancy, from 3 to 5 per cent of the 
dye was recovered in fifteen minutes; from a trace 
to 1 per cent at the end of an hour; and from nothing 
to a trace at the end of two hours. The upper limit 
of the normal may be considered 7 per cent after 
fifteen minutes, 3 per cent at the end of an hour, 
and a slight trace at the end of two hours. 

The test had been used in 118 cases. Retention 
occurred in 34. Of the 34 patients with retention, 9 
died, and of the 84 without retention, 3 died. Con- 
vulsions occurred in 10 cases with, and 10 cases 
without, retention, and in each of these groups there 
were 3 deaths. As far as could be determined, none 
of these patients had had chronic nephritis. 


The amount of dye retention was found to be no 
index of the severity of the disease and of no prog 
nostic value. Although the study yielded interesting 
information, it failed to offer suggestions regarding 
the management of cases of toxwmia of pregnancy. 
The treatment and prognosis depend entirely on the 
clinical condition of the patient. The test does not 
differentiate the nephritic from the hepatic toxemia. 
In a follow-up of the cases reviewed, it was found 
that uncomplicated subsequent pregnancies had 
occurred in each group. I. L. Cornets, M.D. 


LABOR AND ITS COMPLICATIONS 


Ponomareff, A.: Czesarean Operations in Russia, 
1756-1924 (Opérations césariennes en Russie, 1756 
1924). Gynéc. ct obst., 1928, xviii, 103. 

This article is a résumé of the history of ciesa- 
rean section in Russia, presented with numerous 
statistical tables. 

The first successful ciesarean section was _ per- 
formed by Erasmus of Pernov in 1756, and the 
second by Zommer of Rigain 1796. In 1810, Zommer’s 
patient was operated upon a second time for rupture 
of the uterus. This is the extent of the eighteenth 
century statistics. 

In 1874, Stolz introduced suture of the uterine 
wound. In 1877, antisepsis was applied to the 
operation by Novitsky, who washed out the uterine 
cavity with salicylic acid solution and closed the 
uterus with sutures impregnated with phenol. 
Antisepsis did not enter into general practice until 
1881. Up to that time, 20 operations had been per- 
formed with 17 maternal deaths. 

The antiseptic era lasted until 1890. During this 
time the diagnosis, management, and operative 
technique made great-progress. The introduction of 
asepsis about 1890 placed the casarean operation on 
its modern basis. 

The ten-year period of antisepsis saw the intro- 
duction of catgut sutures and the elastic tourniquet. 
Sixty-one operations were performed with 30 deaths, 
a mortality of 49.3 per cent as compared with the 
former mortality of 88 per cent. ‘The conditions of 
Russian life being considered, these figures are to be 
regarded as quite good. 

After the introduction of asepsis, the operative 
indications were gradually increased. In the period 
from 1891 to 1900 the number of operations doubled 
and many operations were performed for relative 
indications. At the same time the conservative 
caesarean section of Sanger and sterilization of the 
patient became more widely practiced. Sanger’s 
operation was performed 94 times with a mortality 
of 17 per cent, and Porro’s operation 28 times with 
a mortality of 21 per cent. 

In the twentieth century there has been further 
progress, due in considerable part to the establish- 
ment of hospitals and obstetrical centers. The year 
1908 saw the introduction of the extraperitoneal and 
vaginal methods which for certain indications com 
peted with the transperitoneal operation. 
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In the period from 1go1 to 1924, 803 operations 
were performed with a total mortality of 7 per cent. 
This relatively high figure is explained by the fact 
that the operation must often be performed on 
patients who have been long neglected or who have 
been examined by midwives without the slightest 
knowledge of asepsis. Nearly a third of the patients 
were operated upon after rupture of the membranes. 
In this group the mortality was 22 per cent. 

Avpert I. De Groat, M.D. 


Heidler, H., and Steinhardt, B.: Is Manual Extrac- 
tion of the Placenta a Very Dangerous Pro- 
cedure? (él!s la estracci6n manual de placenta la 
intervenciOn ostétrica mas peligrosa?) Rev. argent. 
de obst. y ginec., 1928, xii, 63. 

As a result of much experience the authors con- 
clude that manual extraction of the placenta consti- 
tutes a serious procedure. It should never be at- 
tempted until the strictest indications have been 
established. Its danger is greatly increased by delay. 
It should be practiced only with the most perfect 
technique and under the most rigid asepsis. 

In a series of collected cases the mortality was 46 
per cent. This high figure is ascribed to ignorance of 
the danger involved, delay of the operation to suit 
the surgeon’s convenience, and sepsis. 

WitiiAm R. Meeker, M.D. 


Job: Acute Postpartum Dilatation of the Stomach 
(Dilatation aigué de l’estomac aprés un accouche- 
ment). Bull. Soc. @obst. et de gynéc. de Par., 1928, 
XVli, O50. 

The case reported was that of a’ para-ii thirty-four 
years of age who gave birth spontaneously to a dead 
infant. The cause of the fetal death was not deter- 
mined. When the placenta was expressed two hours 
after delivery the patient complained of pain in the 
right side of the abdomen. Thirty-six hours later the 
physician was informed that she had been vomiting 
almost continuously since delivery. The abdomen 
was then greatly distended and very painful. No 
gas or feces had passed, and only a little urine had 
been voided. The temperature was normal and the 
pulse tro. A consultant who was called noted that 
the distention was most marked in the upper left 
quadrant of the abdomen and advised lavage of the 
stomach. 

The evacuation of large quantities of fluid and gas 
was quickly followed by improvement in the general 
condition. Complete recovery resulted in a few 
dlavs. Acpert F. De Groat, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Findley, P.: Puerperal Infection. Ohio Slate M. J., 
1928, XXiv, 773. 


The author states that resistance to postpartum 
infection depends upon: (1) the protecting zone of 
round cells in the decidua; (2) the infiltration of the 
uterine wall with phagocytes; (3) the Hofbauer 
macrophages of the parametrium; (4) the reticulo- 


INTERNATIONAL ABSTRACT OF SURGERY 


endothelial system; and (5) the defensive qualities 
of the blood. 

All conditions which prolong labor, necessitate re 
peated vaginal examinations and manual or in 
strumental interference, or cause retention of the 
lochia will increase the mortality and morbidity rate. 

The gonococcus is responsible for from 5 to 10 
per cent of cases of puerperal sepsis. 

The curette and the intra-uterine douche have no 
place in the treatment of puerperal sepsis. Placental 
remains should be removed cautiously with pla- 
cental forceps or the finger. Hysterectomy should 
be performed only for sloughing fibroids or ruptured 
uterus. When done by experts, ligation of the 
pelvic veins has resulted in recovery in 50 per cent 
of cases of sepsis. Immuno-blood transfusion is a 
valuable remedy. 

Recovery rarely ensues when more than fifty 
bacteria are found to the cubic centimeter of blood. 
When the number of bacteria increases in spite of 
treatment, the prognosis is exceedingly grave. The 
longer the patient lives, the better her chance of 
recovery. Arsert W. Hotman, M.D. 


Young, J.: Maternal Mortality from Puerperal 
Sepsis: An Analysis of the Factors of Contagion, 
Trauma, and Auto-Infection. Edinburgh M. J., 
1928, xxxv, Edinburgh Obst. Soc. 138. 


The total maternal mortality in England and 
Wales in 1926 was 5.14, and the sepsis rate, 1.6, per 
1,000 live births. ‘This shows that septic infection is 
by far the most important cause of maternal deaths. 
It is of importance also in chronic morbidity. About 
60 per cent of hospital gynecological cases are due to 
childbearing, and many of these are the result of 
infection. 

The causes of puerperal infection are contagion, 
trauma, and auto-infection. Auto-infection is de- 
pendent upon virulent micro-organisms present 
locally or in more or less distant foci. It is shown by 
statistics that this type is a minor primary cause of 
fatal puerperal sepsis. ‘The bacteria normally present 
in the genitalia are not frequently the causative 
agents, but are believed occasionally to assume 
pathogenic properties, especially after trauma and 
devitalization of the tissues. 

Epidemic infection in hospitals is best prevented 
by the early isolation of suspected cases in a separate 
building. By scrupulous modern methods, the dan- 
ger of contact infection can be practically eliminated. 

The fact that the maternal death rate has been 
little decreased over a period of one hundred years in 
spite of methods for asepsis has been ascribed to too 
great recourse to instrumental delivery. It is argued 
that whereas a century ago forceps were employed in 
only 1 in every 472 cases, they are used today much 
more frequently. The conclusion is drawn that the 
trauma contingent upon instrumentation is the 
factor offsetting the advantage gained by other 
modern methods. The author recognizes the dangers 
of too frequent or careless instrumentation, but 
suggests that the more frequent use of instruments at 
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the present time may be justified by the lessened 
fitness of women for childbearing. 

It is admitted that trauma is the most important 
cause of deaths from sepsis. For this, however, the 
medical attendant is not entirely responsible. For 
the reduction of maternal mortality, improvement in 
maternity practice based on a midwife-doctor com- 
bination is necessary. The physiological management 
of labor should be encouraged and the abnormal 
cases seen early by physicians with special training. 

Goopricu C. SCHAUFFLER, M.D, 


NEWBORN 


Steinforth, T.: The Fate of Children Born Pre- 
maturely (Das Schicksal fruehgeborener Kinder). 
Zentralbl. f. Gynack., 1928, lii, 1332. 

In an investigation of the fate of children born 
prematurely in an obstetrical hospital, the author 
found that all of those which weighed less than 1,200 
gm. at the time of birth died during the first ten 
days after delivery. With an increase in the weight 
at birth, the mortality decreased considerably, since 
of the infants weighing from 2,000 to 2,200 gm., 
only 11.8 per cent died during the first ten days. 

Of a total of 251 infants born with a maximum 
weight of 2,200 gm., 78 (31 per cent) died in the 
hospital and 173 (69 per cent) were discharged in 
good condition. The smallest child, which has now 
been under observation for six and three-fourths 
years, weighed 1,380 gm. and was 40 cm. long at 
birth and was born after a gestation period of two 
hundred and thirteen days. When last examined, it 
weighed 25 kgm., measured 1.18 meters in length, 
and was very well developed both mentally and 
physically. 

Information was obtained also with regard to 108 
of the 173 infants that were discharged from the 
hospital in good condition. ‘Twenty-five of these 
have died. Seven died in the first month after their 
discharge; 12 died in the first year of life from gen- 
eral weakness or gastric and duodenal catarrh; 2 
died in the second year and 3 in the third year of 
life from pneumonia; and one died at the age of 
four and a half years from meningitis. Twenty- 
three of the survivors were examined subsequently, 
and reports regarding 10 were received by mail. 

The author concludes that the mortality of chil- 
dren born underweight who have passed the first 
year of life is not much greater than that of chil- 
dren born at term since of 80 prematurely born 
children who passed the first year of life, 74 (92.5 
per cent) are still alive. 

Steinforth found also that the majority of pre- 
maturely born children had made up the loss in 
height and weight by the time they were five or six 
years old. 

In general, no defect in intelligence was demon- 
strable in the prematurely born children who were 


to 
wn 
Ye 


followed up. One child, which was born sponta- 
neously with a weight of 2,000 gm. and a length of 
46 cm., developed Little’s disease in the fourth 
month of life. The author believes that the sub 
sequent occurrence of disturbances of the central 
nervous system in prematurely born children is not 
as frequent as is assumed by neurologists and 
psychiatrists. Hannes (G). 


MISCELLANEOUS 


Dogliotti, V.: Roentgen Study of the Bladder in 
Obstetrics and Gynecology (Ulteriore con- 
tributo allo studio radiologico della vesica in oste- 
tricia e ginecologia). Riv. ital. di ginec., 1928, vii, 
525. 

The author has used three methods of studying 
the bladder roentgenologically: the ordinary method 
with an opaque medium, the combined method of 
Vallebona, and cystoroentgenography. In the com 
bined method, the injection of from 20 to 30 c. cm. 
of barium sulphate into the bladder is followed by 
the insufflation of from 100 to 300 c.cm. of air. Before 
the roentgenogram is taken the patient is made to 
assume various positions so that the opaque medium 
will be spread in a thin layer over the mucous mem- 
brane. This method, instead of showing merely the 
outline of the bladder, reveals the entire depth of the 
organ so that any body projecting from its walls is 
demonstrated. 

A number of roentgenograms of the bladders of 
normal and pregnant women are presented. The 
bladder undergoes changes in form and _ position 
during pregnancy that in general increase in degree 
with the duration of the pregnancy. However, these 
changes are not constant. In most cases the bladder 
in pregnancy is semilunar or bowl-shaped. The 
form of the bladder varies also in gynecological dis 
eases. In cases of fibroma the changes are typical 
and similar morphologically to those associated with 
pregnancy. Inflammatory processes of the uterus 
and adnexa generally do not cause changes in the 
bladder picture. 

Olivia has reported that in gynecological opera 
tions he has often found the bladder in such a high 
position that operation was difficult. ‘The author 
never obtained roentgenograms showing the bladder 
in a very much higher position than normal. ‘This 
was probably due to the fact that the women he ex 
amined did not have the perineoplastic or perivesical 
inflammations which were evidently the cause of the 
disease in the operative cases. 

Dogliotti often found the ordinary method of fill- 
ing the bladder with opaque medium sufficient as in 
many of his cases there was considerable deformity 
of the bladder. In cases in which the changes are 
only slight, the combined method has proved su- 
perior to the ordinary technique. 

Auprey G. Morcan, M. D. 





GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Moore, R. A.: The Circulation of the Normal 
Human Kidney. Anal. Record, 1928, xl, 51. 


Following a brief review of the literature on the 
circulation of the human kidney, the author de- 
scribes the technique by which this circulation has 
been studied and gives some of his own observations. 

He says that the portion of kidney drained by a 
papilla is the vascular unit of the kidney. All ves- 
sels of the kidney from the renal artery itself to, and 
including, the afferent vessels of the glomeruli are 
of the type of arteries which do not anastomose with 
adjacent vessels to the extent of preventing an 
ischemic necrosis of the tissue beyond in case they 
are occluded. The vas efferens of a glomerulus is 
distributed, in general, to the tubules of that 
glomerulus. All blood entering the kidney, except 
that distributed to the hilus structures and possibly 
a few small vessels to the cortex, passes through a 
glomerulus before entering the peritubular plexus 
or the arteriola recta. Hence the kidney circulation 
is primarily a glomerular circulation. 

The arteriole recta have a double origin, in part 
from the vasa efferentia of the border-zone glom- 
eruli, and in part as a continuation of the vessels of 
the pars radiata. Under no circumstances has an 
arteriola recta been seen arising from a vessel con- 
taining blood which has not previously passed 
through a glomerulus. There are no direct connec- 
tions between the arteries and veins. The arcuate 
arteries of one unit do not anastomose with the 
arcuate arteries of the adjoining vascular units. In 
some human kidneys there are direct branches of 
the arcuate arteries which pass through the cortex to 
the perinephric tissue. = Joun G. Curernam, M.D. 


Davis, J. E.: The Surgical Pathology of Malforma- 
tions in the Kidneys and Ureters. J. Urol., 
1928, Xx, 283. 

The author has made a study of twenty-two cases 
of bilateral polycystic kidney. In eight cases, mul- 
tiple deformities other than those of the kidneys 
were present. ‘The youngest patient was twenty- 
two years of age and the oldest sixty-five years. 
Three patients were blood relatives and stated that 
a diagnosis of congenital bilateral polycystic kidney 
had been made also in the cases of other members 
of their families. In one case, subjective symptoms 
were noted from early childhood to the time of 
death at the age of thirty-two years. 

Davis draws the following conclusions from this 
investigation: 

1. Inherited protoplasmic insufficiency is spe- 
cifically expressed by complete differentiation in 
nephrons and their surrounding stroma. 


2. The protoplasmic insufficiency is manifested 
chiefly by delayed differentiation. 

3. The morphological evidence of this structural 
delay is identical at all ages. 

4. The histological diagnosis is made by recogniz- 
ing mesenchymal stroma in which nephron units 
are in different stages of delayed differentiation. 
The subcapsular zone gives the earliest evidence of 
both developmental delay and cystic degeneration 
in kidneys, liver, or other organs. 

5. The growth impulse, differentiation, and cystic 
degeneration are not identically timed in both kid- 
neys nor in the different parts of organs involved. 

Tuomas F. FineGan, M.D. 


Willan, R. J.: A Giant Renal Calculus with Epi- 
thelioma in a Horseshoe Kidney. Brit. J. Surg., 
1928, XVl, 317. 

The case reported was that of a man fifty-six years 
of age who was admitted to the hospital complaining 
of severe pain in the right iliocostal space, discolora- 
tion of the urine, increased frequency of urination, 
and loss of weight, and giving a history of painless 
hematuria for three days in May, 1926. 

On physical examination a swelling was visible to 
the right of the umbilicus, and on palpation a hard 
smooth swelling the size of a hen’s egg, which did 
not move with respiration, was felt behind the rectus 
muscle at the level of the umbilicus. In the area of 
the palpable swelling, X-ray examination showed a 
large dense shadow. Nothing else of importance 
was noted. The findings of pyelography were not 
suggestive of horseshoe kidney. The function of the 
opposite kidney was good. 

Operation revealed a horseshoe kidney contain- 
ing in its right pelvis a large calculus, purulent 
débris, and clotted blood. The calculus weighed 4 
oz., 80 gr. The patient died the day after the oper- 
ation of sudden cardiac failure. 

The specimen shows fusion of the lower poles of 
the horseshoe kidney. The relation of the kidney to 
the aorta, inferior vena cava, renal vessels, and left 
ureter has been preserved. The front view of the 
specimen shows a normal looking left pelvis and ure- 
ter. The anterior part of the right pelvis with the 
ureter has been removed. Both ureters lie in front of 
the bridge of renal tissue. In the right pelvis there 
is a necrotic mass of growth which extends into the 
upper part of the right kidney substance and up 
behind the inferior vena cava. A large malignant 
aortic gland is seen in anterior relation to the larger 
vessels. ‘The posterior view of the specimen shows 
the large vessels laid open. The malignant growth 
involves the aortic lymph glands and the right 
suprarenal capsule. More minute inspection of the 
specimen reveals an early stage of acute pyelitis in 
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the left half of the horseshoe kidney. Microsection 
shows a definite carcinomatous condition infiltrating 
the kidney substance from the pelvis. The cells are 
epithelial and of the transitional or squamous type. 
Maurice L. Mevrzer, M.D. 


Scholefield, B. G.: Renal Tuberculosis. The Heal- 
ing of Tuberculous Nephrectomy Wounds. J. 
Urol., 1928, xx, 345. 

Following nephrectomy for renal tuberculosis, not 
more than 40 per cent of wounds heal by primary 
intention. In the remaining cases, either a sinus 
persists for many months or the wound breaks down 
completely and requires secondary suture. In the 
author’s cases, sinuses were more common in those 
in which, at operation, the kidneys appeared very 
little diseased than in those in which extensive cas- 
eation was present. The wounds were drained at 
operation only when they were thought to be con- 
taminated. Involvement of the ureter or of the 
perinephric fat seemed to have no bearing on the 
healing of the wound. 

The average period during which symptoms had 
been present was twenty-eight and six-tenths months 
in the cases which healed, as against sixteen and 
three-tenth months in those in which sinuses devel- 
oped. Therefore the more acute the process the 
greater the likelihood of sinus formation. The 
previous and postoperative histories of the cases 
indicated that low resistance of the patient to tuber- 
culosis was the most important factor. 

The author suggests that the sinuses are due, not 
to the continuation of an existing infection, but to 
the development of a new tuberculous process in the 
traumatized tissues of a patient with lowered resis- 
tance. If this supposition is correct, improvement 
in the results is more likely to come from a study of 
the patient’s general health before and after opera- 
tion than from any elaboration of operative tech- 
nique. C. Travers Stepira, M.D. 


MacDonald, S.: Teratoma of the Kidney. Proc. 
Roy. Soc. Med., Lond., 1928, xxi, 1893. 


The teratoma reported was a hard, solid, irregular 
rounded tumor 12 by 10 by 11 cm., weighing 650 
gm., and occupying the upper two-thirds of a hydro- 
nephrotic kidney the pelvis of which contained a 
stone. The cut surface failed to show any normal 
kidney. Localized hamorrhages had occurred. A 
tough, white tissue supported areas that were 
cream-colored, opaque, and friable. Microscopically, 
the bulk of the tissue consisted of interlacing bundles 
of leiomyomatous cells which in some areas were 
very similar in histological appearance to those of a 
myoma of the uterus, but in other areas, which 
corresponded roughly to the cream-colored friable 
areas of the macroscopic description, were more 
loosely and less regularly disposed and more poly- 
morphous and neoplastic in character. The myo- 
matous tissue was roughly partitioned into lobular 
masses by septa sinking in from the fibrocellular 
capsule. Embryonal tubules occurred in these 


septa and also among the myomatous cells. ‘They 
were lined with short cubical epithelium and sup- 
ported by a meager scaffolding of fibrous tissue. 
They usually showed a well-defined lumen. Their 
number at any one point was never large, the myo- 
sarcomatous tissue composing most of the tumor. 
Remnants of the ruined kidney were distributed 
around the periphery of the tumor. 

The patient, a man fifty years of age, lived four 
months after the operation. From the age of eleven 
years to the age of twenty-four years he had suffered 


* attacks of pain in the left loin and passed discolored 


urine. After an interval of freedom from symptoms 
he again had frequent attacks of pain and occa- 
sionally voided a few small clots. 

Autopsy showed a large recurrence occupying the 
bed of the left kidney. This had spread upward be- 
hind the peritoneum to form large, soft white masses 
burying the pancreas and pushing the liver forward. 
Above the diaphragm the posterior mediastinum 
and right thorax were filled with the growth to about 
one-third of their extent. True metastases were few. 
A metastasis of large size was noted in the middle of 
the left lobe of the liver, and a small one in the 
manubrium. <A few nodules of growth occurred 
within the peritoneum attached to the omentum and 
coils of intestine in the neighborhood of the local 
recurrence in the left renal pouch. The right kidney, 
the inferior vena cava, and the pelvic viscera were 
uninvolved. Maurice I. Mevtzer, M.D. 


Lower, W. E., and Belcher, G. W.: Conservative 
Kidney Surgery. Am. J. Surg., 1928, v, 191. 


Lower and Belcher state that with increased pre- 
operative knowledge of the problems presented by 
pathological conditions of the kidney, renal surgery 
is becoming more conservative. 

In the presence of pyelonephritis, infected hydro- 
nephrosis, and ureteral obstruction, surgical inter- 
vention has been replaced either completely or in 
part by the use of the ureteral catheter. 

In a case of moderate hydronephrosis, ureteral 
dilatation and kidney lavage removed the infection 
and reduced the retention. When the patient was 
last heard from, almost three years later, he was 
apparently quite well. 

Nephrotomy is now generally avoided if the con- 
dition can be treated effectively by pyelotomy. 

In the removal of a large stone through a pye- 
lotomy incision, the ureter may be accidentally torn 
loose from its attachment to the renal pelvis. If 
this occurs, anastomosis should be performed. In 
no instance has there been any serious after-effect 
from this procedure. 

An attempt should be made in all purulent cases 
to reduce the infection as much as possible before 
operating, especially if a nephrotomy is to be done 
later. In some cases, such as those with a large 
infected hydronephrosis and little remaining renal 
tissue in which a secondary nephrectomy is to be 
performed, and those in which there is moderately 
good renal function and the emergency operation is 








250 INTERNATIONAL ABSTRACT OF SURGERY 


precipitated by ureteral obstruction rather than by 
extensive infection in the renal cortex, the infected 
kidney may be drained satisfactorily by pyelostomy. 

In the authors’ opinion, it is inadvisable to deliver 
the kidney through the wound for the removal of a 
calculus from the pelvis since in most instances it is 
possible successfully and safely to carry the opera- 
tion to the kidney. Even when the stone lies in 
the tip of a long calyx, it is probably better, if the 
size of the stone permits, to do a nephrotomy with- 
out delivering the kidney. 

It has been shown that while a half of one kidney 
is quite sufficient to maintain life, such limitation 
in the amount of kidney tissue is a serious handicap. 
When the removal of one kidney and half of the 
other is necessary, the complete nephrectomy should 
be performed first so that the kidney to be resected 
can receive the benefit of compensatory hypertrophy 
before its diseased half is resected. 

In conclusion, Lower and Belcher say that renal 
surgery has gone through a number of phases. At 
first, it was quite conservative. Later, it became 
radical, and now it is again becoming conservative. 
The authors believe that the treatment of renal 
lesions should be conservative whenever possible. 
In support of this view they cite the results obtained 
in a number of cases in which the only treatment 
was ligation of the accessory vessel obstructing the 
ureter. ‘I'wo of the patients are entirely well, sixteen 
and nineteen years respectively after the operation. 
Cases in which the removal of part of a kidney is 
done constitute the most radical test of conservatism. 
Renal resection should be performed only after very 
careful consideration of all of the findings in the case. 
In all cases in which the amount of kidney tissue 
is subnormal because of disease or operation, it is 
essential that the patient follow a rigid routine. 

Louts Gross, M.D. 


Braasch, W. F.: Stricture of the Ureter. J. Am. M. 
Ass., 1928, xci, 1263. 


The incidence and the significance of pathological 
involvement of the ureter have not been generally 
appreciated until within the last few years. Stricture 
of the ureter occurs more frequently than has been 
recognized, but not as frequently as some observers 
are inclined to believe. 

Recent contributions concerning lesions of the 
ureter fail to give an accurate idea of the incidence of 
stricture as reported clinically. To determine this 
incidence a detailed examination of the ureters in 
at least 1,000 autopsies in a general hospital will be 
necessary. ‘The existence of so-called wide stricture 
is not substantiated by pathological evidence. 

Subjective symptoms and abdominal palpation 
are misleading and quite inadequate for the diag- 
nosis of ureteral stricture. Because of anatomical 
variations in the caliber of the ureter, the bulb 
method of diagnosis is quite unreliable. Urography 
is the best method of diagnosing stricture, but a 
urographic examination requires experience in inter- 
pretation and an accurate technique. 


Dilating the ureter in cases in which there is 
definite evidence of a non-tuberculous stricture is a 
justifiable procedure and frequently gives excellent 
results. Atonic dilatation of the ureter is more 
common and of much greater clinical significance 
than has been recognized. It is usually not benefited 
by dilatation. 

Spasm of the ureter frequently offers a logical 
explanation of obscure symptoms referable to the 
urinary tract. It usually occurs in patients who are 
suffering from functional disturbances without an 
apparent organic basis. 

Instrumental dilatation, when employed in the 
treatment of ureteral spasm or as a counter-irritant, 
should be regarded as a method of physical therapy. 
Repeated and long-continued dilatations of the 
ureter, particularly when the urogram does not show 
evidence of abnormality, is to be deplored. 


BLADDER, URETHRA, AND PENIS 


Hirsch, E. W.: The Relation of Bladder Pressure to 
Bladder Function. J. Am. M. Ass., 1928, xci, 772. 


Rapid complete evacuation of urine from the over- 
distended bladder may be followed by renal and cir- 
culatory shock. The work of Van Zwalenburg, 
Foulds, Shaw and Young, Cunningham, Bumpus, 
Campbell, and Scott has demonstrated the advisa- 
bility of reducing residual urine with care. Campbell 
concluded that the withdrawal of the first 100 c.cm. 
is the danger point. Important work in bladder 
pressure has been done by Schwarz, Masso and 
Pellacani, Elliott, Muller, and Rose. 

The extrinsic factor of respiration must be con- 
sidered. Deep respiration and coughing will cause a 
rise in the bladder pressure. The changes in bladder 
pressure produced by sensory stimuli and psychic 
states are due to indirect stimulation of the respira- 
tory center with temporary inhibition of respiration. 
The bladder contraction is due to the periodic intra- 
abdominal waves caused by contraction of the dia- 
phragm secondary to respiration. 

To observe the behavior of the bladder muscle 
under various conditions, the author attached a cath- 
eter to a water manometer and recorded tracings on 
a smoked drum. Tracings of bladders artificially 
filled showed a slightly higher pressure than those of 
bladders normally distended with urine. In the over- 
distended bladder the removal of 30 c.cm. of urine 
caused a temporary drop of from 5 to 30 per cent. 
The removal of small amounts of urine often caused 
a rise in the pressure. The drop-by-drop method was 
found to be the safest and most satisfactory. By 
this method, a continued drop in pressure was ob- 
tained and the rhythmic bladder waves were pre- 
served. 

In the study of bladder function, the neck of the 
bladder must be taken into consideration. Patholog- 
ical changes at the neck may cause hypertrophy with 
high pressure or inhibit the bladder muscle, causing 
low pressure. In prostatitis, the pressure is low even 
when the bladder is small, while in hypertrophy with 
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a large amount of residual urine and thickening of 
the bladder wall the pressure is usually high. 

Hirsch is of the opinion that the chart presented 
by Muller in his discussion of the functional polla- 
kiurias is incorrectly interpreted. He believes that 
the drop in pressure at 200 c.cm. is due to muscle 
fatigue. 

In conclusion, the author states that determina- 
tions of the bladder pressure will aid in the diagnosis 
of functional and organic bladder lesions but must be 
only a part of the urological examination. They show 
the result, and not the cause, of the disease. When in 
bladder disturbances in women there is no evidence 
of a lesion in the urethra, bladder, or central nervous 
system and the bladder pressure is normal, the con- 
dition is probably due to a psychic disturbance. 

CLaAuDE D. Pickre.i, M.D. 


McClintic, C. F.: The Clinical Neurophysiology of 
the Automatic Urinary Bladder and Enuresis. 
J. Urol., 1928, xx, 267. 


The emptying mechanism of the bladder consists 
of a voluntary and involuntary mechanism, the 
former controlled from the cerebrum and the latter 
from the spinal cord. This gives a physical basis for 
the explanation of certain cases of enuresis, incon- 
tinence, and bladder involvements associated with 
cerebral disturbances, internal ear diseases, lesions 
of the corpus striatum, incontinence in imbeciles and 
idiots, and other conditions. 

When enuresis is due to hypothyroidism, thyroid 
extract may be used. When it is due to a decrease 
in irritability or hypotonicity of the musculature, 
pituitrin may be used. When it is due to a decrease 
in reflex irritability in the voluntary mechanism 
cord centers, strychnine may be used. Enuresis may 
be the result of loss of inhibition or local irritation. 
In the cases of little girls its cause may be an irrita- 
tion of the glans clitoris. When it is due to loss of 
inhibition from cerebral causes, measures must be 
taken to improve the general health. 

Incomplete transverse lesions due to cerebral 
tumors, cysts, aneurisms, eye strain, strabismus, 
arachnoiditis circumscripta, low mentality, lesions 
of the corpus striatum, mid-brain lesions, cerebellar 
lesions,cysts, tumors, tabes, and vestibular lesions (ear 
and canal) are never associated with an automatic 
bladder but are often responsible for incontinence, 
enuresis, or retention. A complete transverse lesion 
due to cord tumors, injury to the cord, varicose 
veins of the cord, degenerative diseases of the cord, or 
local arachnoiditis results in an automatic bladder. 
Local organic nerve lesions or irritation may cause 
spastic bladder (so-called vagotonia), enuresis, and 
incontinence. C. Travers Stepita, M.D. 


Visher, J. W.: Bilateral Vesical Diverticula at the 
Ureteral Orifices Visualized with Lipiodol. 
Report of a Case. J. Urol., 1928, xx, 481. 


Ureters rarely empty into diverticula; hence this 
case report. The patient, a man twenty-nine years 
of age, had had a supernumerary finger and toe re- 


moved and had suffered two attacks of renal colic, the 
last associated with the passage of a small calculus. 

Physical examination revealed chronic prostatitis, 
osteo-arthritis of the right sacro-iliac joint, and bi- 
lateral flat-foot. The urine was alkaline and con- 
tained a moderate number of pus cells. Forty per 
cent phenosulphonephthalein was excreted in two 
hours. Roentgenography revealed several small 
stones in the region of the left kidney. 

Meatotomy was performed to allow cystoscopy. 
At the site of the ureteral orifices, two openings 
about 3 mm. in diameter were found, which suggested 
diverticula (longitudinal folds of the bladder mu- 
cosa). No ureteral openings were observed. When 
catheters were introduced into the openings and 
sodium bromide was injected, the catheters could be 
seen curled up in the diverticula. In the anterior 
urethra there were multiple strictures of large caliber. 

At another examination, 3 oz. of residual urine 
were found. Following the intravenous injection of 
indigocarmine, meatoscopy revealed a small amount 
of the dye coming out of the diverticular openings. 
No other openings could be discovered. ‘The cathe- 
ters curled up in the diverticula drained a rather 
deep blue urine. In a cystogram made after filling of 
the diverticula with lipiodol diluted with three parts 
of olive oil and filling of the bladder with air through 
another catheter, the diverticula were distinctly 
visible. 

Visher has found lipiodol an excellent contrast 
medium for the visualization of diverticula in this 
location as it is much heavier than water and does 
not diffuse with water. He states that if the lipiodol 
is diluted as in the case reported, heated, and in- 
jected with a small syringe through a rather large 
needle, its use is simple and non-irritating. 

. Louis Neuwe t, M.D. 


Frater, K.: A Study of Epithelial Neoplasms of the 
Urinary Bladder. J. Urol., 1928, xx, 371. 


From a study of a series of cases of epithelial 
neoplasms of the urinary bladder, Frater draws the 
following conclusions: 

1. The so-called benign papilloma should be 
classified as an epithelioma of low malignancy. 

2. With few exceptions, malignancy does not 
increase with recurrence. 

3. The grading of a specimen of a neoplasm of the 
bladder removed cystoscopically can be relied upon. 

4. The specimen reported to be inflammatory 
tissue must be examined several times before the 
exclusion of malignancy is justifiable. 

5. Epithelioma of bladder does not show a varia- 
tion in the grade of malignancy in different parts of 
the same tumor. 


Judd, E. S., and Thompson, H. L.: Exstrophy of 
the Bladder Complicated by Carcinoma. Arch. 
Surg., 1928, xvul, 641. 


Carcinoma is a rare complication of exstrophy of 
the bladder. The authors review 19 cases collected 
from the literature and report an additional case. 
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Although adenocarcinoma is of comparatively rare 
occurrence in the normally developed bladder, it is 
the type of cancer most commonly associated with 
exstrophy of the bladder. Of 867 tumors of the 
normally developed bladder which were seen at the 
Mayo Clinic, only 19 (2.19) were adenocarcinomata. 
Of the 19 carcinomata associated with exstrophy of 
the bladder reported in the literature, 14 were adeno- 
carcinomata and 2 were squamous-cell carcinomata. 
In 3 cases no histological report was made. 

The authors review the theories advanced as to 
the etiology of exstrophy of the bladder and discuss 
the embryology and histology of the bladder with 
special reference to the pathogenesis of adenocar- 
cinoma complicating exstrophy of that organ. 

No reports of cure following treatment were found 
in the literature. The cases of 2 patients treated at 
the Mayo Clinic who have remained well for three 
and six and a half years respectively since operation 
are reported in detail. 


Antonucci, C.: Total Cystectomy in Women (De la 
cystectomie chez la femme; cystectomic total 
élargic). J. de chir., 1928, xxxii, 153. 

An original technique of total cystectomy for 
primary or secondary cancer of the bladder is de- 
scribed. The operation is based on the principles of 
Wertheim’s hysterectomy and of Albertin’s amputa- 
tion of the rectum. The steps are described 
follows: 

1. Asuprapubic incision is made with the patient 
in the Trendelenburg position. 

2. The tubo-ovarian and round ligaments are 
sectioned and the ureters isolated as far as the uter 
ine arteries and picked up in a loop for future iden- 
tification. The uterine arteries are then ligated and 
cut. 

3. The prevesicular peritoneum is incised and 
the bladder separated in the median line and on the 
sides by gauze dissection. The uterosacral liga- 
ments are then sectioned to allow free mobilization 
of the uterus. The ureters are sectioned and the 
vesicular ends ligated. 

4. The posterior vaginal wall is incised trans- 
versely and the upper lip grasped with a tenaculum. 
After ligation and section of the lateral vesical 
plexuses, the vaginal incision is continued anteriorly 
well below the neoplasm, the mass to be removed 
then being held only by the urethra. 

5. The urethra is sectioned between two L 
clamps and the distal end ligated. Hamostasis is 
effected, gauze is packed into the parametrium and 
brought out through the vagina, and the pelvis is 
peritonealized. 

In the author’s first case the ureters were brought 
out through the anterior abdominal wall and death 
resulted from uremia. In his second case, a pre- 
liminary lumbar ureterostomy was performed and 
proved more satisfactory. ‘The author has found 
that patients will accept a ureterostomy as readily 
as a permanent colostomy. 

AcBert F. De Groat, M.D. 


ABSTRACT OF 
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GENITAL ORGANS 


Walker, K.: The Diagnosis and Treatment of 
Sterility in the Male. Brit. M.J., 1928, ii, 652. 


Walker states that the spermatogenic function of 
the testis is far more sensitive to external influences 
than its function of internal secretion. He believes 
that the greatest progress in the study of male ster- 
ility will result from investigation of the effects of 
focal infection, endocrine disturbances, and diet. 

Hinry L. SANrorD, M.D. 


Herrold, R. D.: The Interpretation of Chronic 
Infections of the Prostate and Seminal Vesi- 
cles. J. Am. M. Ass., 1928, xci, 557. 


Herrold states that although gonorrhoea is usually 
a predisposing cause of chronic prostatitis and 
vesiculitis, the gonococci are usually displaced by 
other bacteria by the time these conditions have 
developed. Persons with a remote history of 
gonorrhoea are as liable to have a hematogenous in- 
fection as those with a negative gonorrhoeal history. 
It is probable that in some cases the infection of the 
genitals is of the descending type in which direct 
extension is brought about by the urine. Occasion- 
ally, mild non-gonorrhoeal urethritis may reach the 
prostate without causing definite posterior urethritis, 
but clinical evidence seems to indicate that many 
infections of the urethra and prostate are due to 
gonorrhoea either latent or active. Obstructive 
changes in the urethra with resulting urinary dis- 
turbances or urethral discharge are often closely 
allied to a low-grade infection of the prostate and 
seminal vesicles. A vicious circle is therefore 
established as each condition tends to aggravate the 
other. Other factors increasing virulence of the la- 
tent bacteria are sexual excess, exposure to wet and 
cold, extreme physical exertion, and conditions out- 
side the genito-urinary tract such as acute infections 
and chronic debilitating diseases. Stricture of the 
urethra developing years after an attack of gonor- 
rhoca may be explained by secondary stimulation of 
the foci of infection and the production of infiltration 
at the previously injured area. The action of the 
foci may be of an allergic nature. 

Localized symptoms or referred pains (backache) 
are often proved by the therapeutic test to be due to 
chronic prostatitis. That prostatitis and vesiculitis 
may be due to foci outside the genito-urinary tract 
is shown clinically by the improvement following re- 
moval or drainage of infected areas in the teeth, 
nose, and throat. Other infectious conditions, such 
as arthritis, eye lesions due to a systemic condition, 
and sciatica, are benefited or cured by treatment of 
the prostatic infection. 

Finally, there is the large group of so-called latent 
infections which are encountered frequently in 
postgonorrhceal examination for determination of 
cure. The question arises whether they later may 
become active foci of localized infection in the pros- 
tate or of general systemic disease. The bac- 
teriological and serological study reported by Her- 
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rold was made to determine the significance of this 
type of infection and to serve as an aid in the inter- 
pretation of active manifestations, local or general, 
of doubtful prostatic origin. 

In twenty-six cases of chronic infections of the 
prostate and vesicles, repeated cultures showed the 
repeated predominance of the same type of bacteria 
in many instances. The identity of the organism in 
succeeding cultures was further corroborated several 
times by positive agglutination with the patient’s 
serum and the bacteria isolated from the same pa- 
tient at various times. The more common bacteria 
were the staphylococcus’ albus, the diphtheroid 
group, the streptococcus viridans, the staphylococcus 
aureus, the haemolytic streptococcus, and the colon 
bacillus. Usually there was a mixture of two or more 
of these bacteria, but pure cultures were also found. 

Studies were made of the virulence of the prostatic 
fluids. The same bacteria often predominated in 
cultures repeated at various intervals. These 
predominating types were more often positive in the 
virulence tests than other bacteria. The groups of 
urethral flora in chronic prostatitis are frequently 
dependent upon the infection in the prostate and 
seminal vesicles. One or more types of bacteria 
isolated in cultures from the prostatic and seminal 
fluid are often agglutinated by the patient’s serum. 
Prostatic fluids containing bacteria agglutinable by 
the patient’s serum were more often lethal to mice 
when injected intraperitoneally than those con- 
taining strains non-agglutinable with homologous 
sera. Skin tests with the supernatant broth of three- 
day growths of the whole prostatic fluid ineculum 
seem to indicate that the fluids producing the great- 
est amount of skin-reacting substance are more likely 
to be lethal to mice when injected intraperitoneally. 

The tentative results of the virulence tests in- 
dicate that further studies to attempt a more definite 
evaluation of focal infections at their source are 
worthwhile. It is probable that the value of autog- 
enous vaccines may be increased if more care is 
used in the selection of the strains for the preparation 
of the vaccines so as to include the bacterial types 
agglutinated by the homologous sera. 

Louts Neuwe ct, M.D. 


Barringer, B. S.: Phases of the Pathology, Diag- 
nosis, and Treatment of Carcinoma of the 
Prostate. J. Urol., 1928, xx, 407. 


Carcinoma of the prostate usually begins in the 
posterior lobe. Its progress is upward into the body 
rather than downward toward the perineum. It 
usually metastasizes late. 

The author is attempting to classify prostatic car- 
cinomata according to their radiosensitivitv. He 
believes that radiation should always be used prior 
to operation. An extensive major operation should 
be avoided when possible. 

In conclusion, Barringer states that an examina- 
tion of the prostate should be included in all general 
physical examinations of men over sixty years of 
age. Ev_mer Hess, M.D. 


Hirsch, E. F., and Schmidt, L. E.: Small Car- 
cinomata of the Prostate Gland. J. Urol., 1928, 
XX, 387. 

The authors review eleven cases of small carcino- 
mata of the prostate, with the findings of histological 
examination. The results in these cases emphasize 
the importance of making a microscopic examination 
of tissue from many areas of prostate glands removed 
with the clinical diagnosis of benign enlargement in 
order that small malignant growths may not escape 
notice. Eimer Hess, M.D. 


Campbell, M. F.: Spermatocele. J. Urol., 1928, xx, 
485. 

There are various theories regarding spermatocele 
formation. Virchow first pointed out that patho- 
logically spermatoceles are true retention cysts, and 
Kocher showed that the vasa efferentia are the usual 
site of spermatocele formation. 

Anatomically, spermatoceles are extravaginal or 
intravaginal. The extravaginal type, which are the 
most common, usually arise behind the testicle, 
between the testicle and the epididymis, and develop 
outside the tunica vaginalis envelope. When they 
spring from the vasa efferentia or the superior vas 
aberrans, the rete testis is the site of insertion. 
They push the testicle downward and forward. 
They may become lobular because of constricting 
circular fibrous bands and may attain great size. 
Cysts developing in the cord from the paradidymis 
or vas deferens itself are rare and are character- 
istically pyriform and single. 

The intravaginal spermatocele springs from some 
part of the epididymis, develops within the tunica 
vaginalis, and may rupture into a surrounding 
hydrocele with a discharge of spermatozoa. ‘The 
cyst may be about the size of a testicle. The most 
frequent site of origin of the intravaginal spermato 
cele is the canal of the epididymis or the sessile 
hydatid. 

Histologically, the cyst wall is composed of inter- 
lacing connective tissue fibers interspersed with 
smooth muscle strands. The cavity is lined by 
ciliated or cylindrical epithelium if it is recent, and 
by flat pavement epithelium if it is old. 

Spermatocele fluid is usually opalescent and 
milky because of its seminal elements. On standing, 
it separates into two layers, a clear layer above and 
a whitish layer below. Microscopic examination 
reveals myriads of lymphocytes, fat globules, 
epithelial cells, and spermatozoa. If the cyst com- 
municates with the seminiferous tubules, the 
spermatozoa will be active; if it does not, the 
spermatozoa will be dead. The fluid is neutral or 
only feebly alkaline in reaction, and differs from 
hydrocele fluid in its lighter specific gravity and its 
low content of solids and albumin. 

Spermatoceles are most common in men between 
the twenty-fifth and fiftieth years of age. They are 
rare in old or young adults. Since they cause little 
inconvenience, their duration varies. The symptoms 
are chiefly those of a growing mass at the top of the 
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testicle with a dragging sensation in the penis, 
testicle, and cord. Dislocation of the testicle may 
occur. It may be induced on erection and may be 
intermittent. It is rare after intercourse. Neoplasia 
may be suggested, but these cystic tumors grow 
slowly and are not so hard as carcinoma. Nor should 
they suggest tuberculous epididymitis. Fluctuation 
is commonly noted. ‘Transillumination offers little 
aid in the diagnosis; relatively dense milky fluid is 
often translucent. In many cases aspiration alone 
will differentiate spermatocele from  hydrocele, 
hwmatocele, and chylocele. 

Aspiration of spermatoceles will clinch the diagno- 
sis but will not cure. Excision of the cyst sac is the 
indicated treatment. This is easily done under local 
anwsthesia. Partial epididymectomy was performed 
in thirteen cases and complete removal was done 
in one case. Any portion of the cyst wall which 
cannot be removed should be destroyed by cauteriza- 
tion; phenol serves admirably. After closing the 
wound without drainage, the author applies the 
Bellevue scrotal compression bandage, which pre- 
vents oozing and hematocele formation and affords 
ample support and complete immobilization with 
compression. The patient is kept in bed for from 
five to seven days. Postoperative complications are 
few. ‘The most common complication is scrotal 
bleeding with infection. Louis Neuwe ct, M.D. 


MISCELLANEOUS 


Wesson, M. B.: Pitfalls in Urography. J. Urol., 
1928, xXx, 355. 


The correct interpretation of pyelograms is at 
times difficult. While overdistention of the pelvis may 
cause discomfort, incomplete filling of the pelvis may 
cause an error in diagnosis. 

Wesson prefers the gravity method to the syringe. 
Unless it is contra-indicated by a low phthalein out- 
put, he makes bilateral pyelograms. He doubts if 
the cases of anuria reported following bilateral pye- 
lography are due to the effect of the pyelographic 
examination, and cites two cases which show that 
ureteral manipulation without pyelography may 
cause anuria. 

Seven cases demonstrating errors in urography 
are reported. In one, a filling defect was caused by 
an organized blood clot. In another, there was in- 
sufficient gravity pressure. In a third, the tip of the 
catheter in a calyx with its eyes plugged was diag- 
nosed as a tumor. In three cases of stones with dif- 
ferent densities— two of gall stones and one of kidney 
stone—the diagnosis was doubtful. In the seventh 
case, a cancer of the bladder disappeared under deep 
therapy, but autopsy showed an adenocarcinoma of 
the rectum with marked invasion of the bladder 
wall. CLaubE D. PICKRELL, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Griffith, A. S.: The Types of Tubercle Bacilli in 
Human Bone and Joint Tuberculosis. J. Path. 
& Bacteriol., 1928, xxxi, 875. 

This article, which deals solely with the results 
of English studies, is divided into five sections: 

1. A summary of four published series of cases. 

2. A detailed account of the results in a fifth 
series. This investigation was begun in 1921 and 
extended into 1925. The series included 147 cases. 
The original material was for the most part pus 
aspirated from abscesses. From 133 of the 146 cases, 
cultures of tubercle bacilli were obtained, either 
directly from the original material or from a guinea- 
pig inoculated with it. The cultures were classified 
first according to the cultural characteristics. If the 
strain proved eugonic, the virulence test on rabbits 
was usually omitted. All dysgonic cultures were 
tested on rabbits, and some of them on guinea-pigs. 

3. Statistics—a summary of the 5 series of cases 
and an analysis of all bone and joint cases. 

4. A discussion of the relative frequency of 
human and bovine infections in different bones and 
joints. 

5. A discussion of the portals of entry of tubercle 
bacilli in bone and joint tuberculosis. 

In summarizing, the author states that tubercle 
bacilli have been isolated from 508 cases of bone and 
joint tuberculosis and their type has been deter- 
mined. In persons under twenty-three years of age 
bovine bacilli were found in 20 per cent; in children 
under five years of age in 33 per cent; and in children 
between five and ten years of age in 24 per cent. 
They were not found in any patients over twenty- 
three years of age. 

Bovine bacilli appear to account for a larger pro- 
portion of cases of tuberculosis of the spine than of 
cases of tuberculosis of other commonly affected 
bones and joints. 

Bone and joint tuberculosis may be the result of 
respiratory or alimentary infection. 

Rosert C. LONERGAN, M.D. 


Phemister, D. B.: Unusual Forms of Osteomye- 
litis. Northwest Med., 1928, xxvii, 460. 


Unusual forms of osteomyelitis may result from 
variation in the age, type, and virulence of the 
micro-organism, the bone affected, and the site of 
involvement of the particular bone. 

Osteomyelitis usually occurs at a point in bone 
where the circulation and growth are most active. 

Sclerosing osteomyelitis occurs when the infection 
spreads more or less diffusely in a large segment of 
bone without producing sequestration. In such cases 


it may be difficult to differentiate from other inflam- 
matory processes, particularly lues. 

Localized osteomyelitis is most frequently con- 
fined to the metaphysis of a large bone. It begins 
acutely with fever, localized pain, and swelling. A 
cavity is rapidly formed which is filled with pus. 
If the cavity does not rupture, the condition passes 
into a chronic stage with exacerbations of the infec- 
tion. Operation is necessary for the eradication of 
the foci. The foci are commonly called Brodie’s 
abscesses although this name conveys a false con- 
ception of their nature. 

Non-suppurative or fibrous osteitis is an inflam- 
matory process in bone characterized by the marked 
production of fibroblasts and bone absorption and 
usually slight exudation. Bacteria have not been 
demonstrated with sufficient certainty and regularity 
in these benign giant-cell tumors or bone cysts to 
prove that they are the exciting cause. 

The author calls attention to a group of chronic 
non-suppurative localized inflammations of the 
bone. These lesions may be subperiosteal or endo- 
steal or occur in the cancellous bone of the end of the 
shaft. They pursue a subacute or chronic course and 
produce a small area of bone destruction. The cavity 
is filled with a soft brownish or grayish tissue without 
leucocytes or lymphocytes. ‘The symptoms are 
pain and tenderness which are mild at the onset and 
gradually become more severe. Phemister has seen 
seven cases. The condition responds readily to 
saucerization. : 

Bone cysts may occur as solitary lesions or as part 
of a multiple fibrocystic disease. The solitary lesions 
are seen usually during the period of growth. Many 
theories have been advanced to explain these lesions, 
but the author thinks that a micro-organism is the 
exciting factor. He has reported two cases in which 
a green-producing streptococcus was found. ‘The 
fact that sarcoma develops from benign giant-cell 
tumors in exceptional cases is evidence in favor of 
the view that the lesion is a benign neoplasm rather 
than an inflammatory process. 

Ropert V. Funston, M.D. 


Evans, W. A., and Leucutia, T.: The Value of 
Roentgen-Ray Therapy in Primary Malignant 
Tumors and Benign Giant-Cell Tumor of Bone. 
Am. J. Roentgenol., 1928, xx, 303. 


The authors first present the nomenclature and 
classification embracing all varieties of bone tumors 
which has been accepted by the Registry Committee 
of the American College of Surgeons. ‘They discuss 
the “five-year cures” of primary malignant bone 
tumors recorded in the Registry and call attention 
to the fact that the cured cases were treated by 
amputation alone, by amputation and toxins, or by 
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amputation, toxins, and irradiation, Not one case 
was treated by irradiation alone or by amputation 
and irradiation without toxins. 

In their opinion, the explanation why irradiation 
in general and roentgen-ray irradiation in particular 
fell into disrepute as therapeutic measures for a con 
dition in which other methods, strongly advocated, 
have given equally, if not more, unsatisfactory re- 
sults is that irradiation therapy was until recently in 
the experimental stage and the doses administered 
were too small to produce an appreciable therapeutic 
effect. Since the introduction of the highly penetrat- 
ing irradiation with larger, well-measured, and more 
scientifically applied doses, irradiation therapy, es- 
pecially in the form of deep roentgen-ray therapy, 
is becoming more and more prominent in the treat- 
ment of malignant bone lesions. 

Five years have now elapsed since the authors’ 
first cases of bone tumor were treated by deep 
roentgen-ray irradiation. The results obtained 
demonstrate that the roentgen ray is one of the 
most powerful agents at our disposal in the treat- 
ment of all varieties of primary malignant bone 
tumors as well as benign giant-cell tumors. “ Five- 
year cures” are possible from roentgen irradiation 
therapy even in cases with extensive metastases and 
those in which no other methods can be of benefit. 
All of the cases reviewed were registered with the 
Registry of Bone Sarcoma of the American College 
of Surgeons, and all of the diagnoses were those of 
the Registry Committee. 

The authors discuss the relationship of the mor- 
phological structure of the tumor to the response 
which may be expected from irradiation, and report 
the histories of cases of different types of tumors 
treated, with photographs, roentgenograms, photo- 
micrographs, and appended summaries commenting 
on the results obtained by the roentgen therapy. 
‘The question of dosage in general, the reason for the 
variable response to treatment, and the necessity for 
special dosages in individual cases are considered. 
The method of procedure used by the authors for 
various types of tumors is described in detail. The 
value of roentgen therapy in osteogenic sarcoma, 
Ewing’s tumor, myeloma, periosteal fibrosarcoma, 
borderline tumors such as skeletal chondroma and 
myxoma, and giant-cell tumor is also given con- 
sideration. 

Roentgen-ray therapy of primary malignant bone 
tumors and of benign giant-cell tumors is governed 
by the following rules which are based upon the 
primary influence of the roentgen rays on the highly 
complicated tumor tissues: 

t. Cellular tumors without much stroma and rich 
in blood supply, though clinically and from the 
surgical viewpoint very malignant, may be made to 
disappear entirely by irradiation. 

2. ‘Tumors of the adult type, especially when rich 
in mature intercellular structures (cartilage, bone) 
and poor in blood vessels, may prove entirely refrac- 
tory to irradiation but yield readily to surgical 
procedures. 


3. In tumors of the intermediate type, the more 
undifferentiated cells may be made to disappear and 
the growth of the more adult cells may be retarded 
by irradiation so that they produce an abundance of 
calcific (cartilaginous and osseous) intercellular sub 
stance. A marked sclerosis with considerable pro- 
longation of life often results in such cases. In other 
instances, postirradiation surgical measures are of 
distinct value. 

From their results the authors conclude that the 
present standard methods of treating bone sarcoma 
and benign giant-cell tumors should be completely 
revised. Irradiation in the form of deep roentgen- 
ray therapy should find a more extensive application 
in all forms of bone sarcoma and giant-cell tumor, 
operable or inoperable, whether combined with sur- 
gical measures, mixed toxins, or the more recent lead 
therapy, and it remains for the Registry of Bone 
Sarcoma to collect more complete statistical evidence 
regarding the value of such a procedure. In con- 
clusion the authors state that as the Registry has 
abundantly succeeded in establishing a standard 
nomenclature and standard criteria of classification, 
they are confident that it will now succeed in estab- 
lishing more or less standard measures of thera- 
peutics. Apoten Hartunc, M.D. 


Keiller, V. H.: Unusual Types of Osteogenic Sar- 
comata. Texas Slate J. M., 1928, xxiv, 410. 

The first tumor described by the author was a 
fusiform neoplasm which developed on the lower 
end of the shaft of the femur of a girl thirteen years 
of age. On section, it presented no sign of bone, 
cartilage, or calcium deposit. It was almost free of 
blood channels, and was composed essentially of 
dense homogeneous fibrous tissue. ‘The lower 4 in. 
of the shaft of the femur had been replaced by the 
tumor, and the epiphysis was so infiltrated that it 
had lost its identity. Cellular elements, which were 
comparatively few, showed small inactive spindle- 
shaped nuclei. 

The second specimen described was a centrally 
expanding tumor occupying the upper end of the 
tibial shaft and involving the epiphyseal line. It 
had grown rapidly and had been quite tender. 
X-ray examination had shown it to be a centrally 
rarefying tumor surrounded by a bone shell. In 
spite of the presence of the surrounding bone shell, 
a diagnosis of malignancy was made. ‘The shell 
surrounded the tumor completely, and on_histo- 
logical examination the neoplasm was seen to be 
composed of short spindle cells with resting nuclei, 
some of which showed recent division. Numerous 
large blood spaces which were present were lined 
with malignant cells. 

The third specimen was a malignant bone aneu- 
rism. Although gross examination revealed no re- 
semblance of this tumor to fibrosarcoma, the his- 
tology of the neoplasm was almost identical with 
that of fibrosarcoma except for a marked difference 
in the vascular supply. The tumor mass was com- 
posed largely of blood not enclosed in vessels but 
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lying in huge spaces imperfectly walled off by tumor 
tissue. 

The last specimen described appeared to be a 
benign giant-cell tumor smoothly surrounded and 
separated from the soft parts by a thin but distinct 
bone shell covered by practically normal periosteum. 
Histologically, the bony capsule showed imperfect 
plates of osseous tissue similar to those found on the 
periphery of the giant-cell tumor and not neoplastic 
nor malignant. The tumor mass was soft and very 
friable, and presented a considerable amount of 
blood clot. Many of the sections studied showed 
the typical findings of giant-cell tumor while other 
sections showed areas which were definitely malig- 
nant with undifferentiated, loose osteoblast-like 
cells, typical tumor blood spaces, and attempts at 
bone formation. 

Although osseous tissue is by no means a neces- 
sary feature of osteogenic sarcoma and not always 
characteristic when it is present, its presence is as 
valuable in the diagnosis as a typical giant cell in 
tuberculosis. Antuony F. Sava, M.D. 


Key, J. A.: The Cytology of the Synovial Fluid of 
Normal Joints. Anat. Record, 1928, x|, 193. 


The cellular constituents in the synovial fluids re- 
moved from the joints of men and laboratory animals 
were studied by a method of supravital staining. 
Regardless of their source, the fluids were similar in 
the type and proportions of cells found. ‘The cell 
count was usually between 175 and 225 per cubic 
millimeter during life and rose rapidly after death. 

The cells of the macrophage series are the most 
important cellular constituents of normal synovial 
fluids. Eighty-eight per cent of all nucleated cells 
found could be placed in this group, which includes 
monocytes (58 per cent), clasmatocytes (15 per 
cent), indeterminate mononuclear phagocytes, and 
primitive cells. The proportion is about the same as 
that found in connective tissue, a fact which further 
supports the theory that the joint cavities are clefts 
in connective tissue and are incompletely lined by 
slightly modified connective tissue cells. ‘The macro- 
phage group are mature living cells whose function 
it is to remove waste or foreign material from the 
joint cavity. Red blood cells are normally present 
in synovial fluids, together with leucocytes, fat, and 
tissue débris. Only a few detached synovial mem- 
brane cells were found, while degenerating and car- 
tilage cells were never seen. This indicates that fric- 
tion of the joint surfaces is a negligible factor in de- 
termining the cellular constituents of the synovial 
fluid. Cuester C, Guy, M.D. 


Gibson, A.: The Etiology of Rheumatoid Arthritis. 
J. Bone & Joint Surg., 1928, x, 747. 

There are two main groups of theories regarding 
theumatoid arthritis: (1) that it is due essentially to 
a disturbance of body chemistry, and (2) that it is 
infective in character. The three chief non-infective 
factors are: (1) a congenital predisposition, (2) endo- 
crine disturbance, and (3) faulty alimentation. 
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The theory of infection is widely accepted and 
there is considerable evidence in its favor. By some, 
it is assumed that organisms reach a joint and there 
initiate the series of changes resulting in the produc- 
tion of the disease. By others, it is believed that for 
some reason the joint has become hypersensitive 
and reacts in an anaphylactic manner when it is 
reached by a toxin from an infective focus. 

An argument advanced against the infection 
theory is that the joint fluid almost constantly 
shows no growth on culture. On many occasions, 
however, organisms have been cultured from the 
synovial membrane, and it is possible that cultures 
of the subsynovial tissue obtained without entering 
the joint cavity may give more frequent positive 
results. 

In a number of cases, extirpated deep inguinal 
glands have furnished abundant evidence of active 
organisms capable of growth. With Cadham, Gib- 
son therefore prepared a vaccine from the organisms 
found in such glands and gave it subcutaneously 
in graduated doses of 100,000,000 to 500,000,000 
weekly. In no case was there a violent reaction, and 
in every case the treatment seemed to result in some 
benefit. The chief improvement noted was the 
arrest of the acute exacerbations of the disease. 
Gibson is therefore of the opinion that the key to 
the problem may be found in the bacteriology of the 
lymphatic glands. H. Earte Conwett, M.D. 


Stern, W.G.: Acute, Painful, Ankylosing Arthritis. 
J. Am. M. Ass., 1928, xci, 1253. 


Stern reports two cases of dry arthritis of ques- 
tionable etiology. In most of his cases of this type 
there has been a history of tonsillitis, furunculosis, 
or some other focus of infection, but in none has it 
been possible to discover any evidences of gonor- 
rhoea in spite of careful search for this condition. 
The symptoms have been mainly subjective—in- 
tense pain on the slightest motion. There has been 
no swelling, increase in the synovial fluid, or change 
demonstrable in the roentgenogram. The only treat- 
ment was immobilization in a plaster cast for three 
months. ‘This resulted in complete permanent 
ankylosis of the affected joint a few weeks after re- 
moval of the cast. 

In the discussion of this paper, GAENSLEN stated 
that he would hesitate to accept this form of arthritis 
as a distinct clinical entity because evidences of old 
gonorrhoeal infection are always difficult to find 
and because more detailed bacteriological studies 
might have shown an organism of the pyogenic 
group in the synovial fluid removed. 

CAMPBELL attributed such cases to a pyogenic 
organism because the condition follows acute 
infections. Curster C. Guy, M.D. 


McFadden, G. D. F.: Obstetrical Paralysis: Some 
Factors in Its Production, Progress, and 
Treatment. J. Bone & Joint Surg., 1928, x, 661. 


A straight pull on the brachial plexus does not 
tend to rupture the fibers, but a pull downward by 
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severe depression of a shoulder changes the angle of 
exit of the nerves from the spinal canal in such a way 
that tears occur in the upper roots of the plexus. If 
the arm is pulled hard while it is abducted over the 
head, the lower roots will be torn loose. Rotation of 
the head also plays an important part. If the head 
is sharply rotated, the large transverse process of 
the seventh cervical will press forward against the 
fifth and sixth nerve roots where they join. Obstet- 
rical palsy has been known to follow attempts to 
rotate the shoulders by twisting the baby’s head, 
and may develop also after breach presentation if 
the obstetrician pulls and twists the body while the 
head is still fixed in the pelvis. 

Although it has been contended that a partial or 
complete dislocation of the shoulder joint is the pri- 
mary lesion in Erb’s palsy, the weight of evidence 
indicates that this is secondary to the nerve lesion. 
As the result of interference with the growth of the 
head of the humerus and contracture of the joint 
capsule, the shoulder takes on a deformed and sub- 
luxated appearance. In most cases the child is un- 
able to supinate the forearm. This disability is due, 
not to loss of muscle power in the supinators, but to 
the fixed internal rotation of the humerus which pre- 
vents the palm from facing upward. 

When there is great difficulty in the delivery of 
the shoulders, it is better to pull with a finger in the 
axilla, even at the risk of breaking a clavicle, than 
to pull on an arm. Rotation or twisting should be 
strictly avoided. 

In the surgical treatment of obstetrical paralysis, 
the arm should be placed in a splint for three 
months to rest the paralyzed muscles, and during 
this time the shoulder should be put through its 
full range of motion to prevent contraction and 
adhesion of the capsule. The best splint is the 
“platform” splint. If the paralysis is extensive or 
if it at first involved the whole arm and has cleared 
up, leaving the upper arm paralyzed, an exploratory 
operation is indicated in order that damaged nerve 
trunks may be sutured. Witcram A. Crark, M.D. 


Garlock, J. H.: Compound Injuries of the Extrem- 
ities. Am. J. Surg., 1928, v, 281. 


Garlock reports nine cases of compound fracture 
which were treated by débridement and suture. The 
bones involved were the tibia and fibula, a metacar- 
pal bone, and the ulna. Pedicled skin grafts were 
frequently used at an early stage to cover skin de- 
fects. The patients were under observation for a 
year or more after the injuries, and all of the results 
were very good. In the setting of fractures of long 
bones, kangaroo tendon was sometimes used to 
maintain the approximation. 

Rosert V. Funston, M.D. 


Jones, Sir R.: Volkmann’s Ischzemic Contracture, 
with Special Reference to Treatment. Brit. M. 
J., 1928, ii, 639. 


This paper was the opening discussion in the Sec- 
tion of Orthopedics at the 1928 meeting of the 


British Medical Association. Jones first reviews 
briefly the historical aspects of Volkmann’s con- 
tracture. ‘The contributions of Volkmann and Lessa 
on the condition have required little revision in the 
fifty years that have passed since they were written. 
Pathologically, Volkmann’s ischemic contracture is 
a condition of muscle degeneration followed by 
fibrous tissue replacement. Some observers have 
found it more marked on the ulnar than on the 
radial side. It occurs most frequently in children 
between the ages of one and fourteen years following 
an injury about the elbow. In 80 per cent of the 
cases the injury is a fracture. There is volar flex- 
ion of the wrist with extension of the metacarpo- 
phalangeal joints and flexion of the fingers. The 
hand is frequently pronated and the elbow fixed in 
flexion. The skin over the forearm may be cold and 
blue. Blisters and scars may be present. ‘The 
muscles are ropy and wasted. Nerve involvement 
due to pressure or injury from a bony spicule is a 
frequent complication. Beginning a few hours after 
the injury, swelling, numbness, and loss of voluntary 
movements of the fingers develop and, if untreated, 
progress in forty-eight hours to complete contrac- 
ture. Mild cases may be unrecognized, manifesting 
themselves merely by slight impairment of extension 
of the fingers. In some cases, only two or three 
fingers may be affected. 

Brooks and Jepson have shown that a combination 
of factors is necessary for the production of the con- 
tracture. Most important are an acute venous 
obstruction, blood and serum extravasation, and 
swelling of the soft parts. Pressure from without is 
not necessary, though it is frequently present. 
Although the contracture has developed in numerous 
cases in which no bandage has been applied, tight 
bandaging should be avoided. 

Despite opinions to the contrary, Jones advocates 
the flexion treatment of elbow fractures. He em- 
phasizes, however, that there should be no circular 
compression. The dislocation must be reduced and 
bony fragments replaced. No splints should be 
applied, and no force used to obtain reduction. If 
reduction is not easily obtained, operative treatment 
must be considered. In all cases of elbow injury, the 
hand must be carefully watched for pain, swelling, 
lividity, stiffness, and loss of voluntary movements. 
If these warning signs appear, the arm should be 
elevated and all compression removed. Murphy’s 
suggestion of incision and drainage is logical though 
not many successful results from it have been 
reported. 

The prognosis is grave, especially if the nerves 
are badly damaged, the circulation of the fingers is 
seriously impaired, and the wrist is fully flexed with 
pronation of the hand and fixation of the elbow. 
When separate movements of the fingers are pos- 
sible, the prognosis is better than if only mass move- 
ments are possible. Some improvement can be 
looked for in almost every case. 

Jones has consistently used mechanical extension 
of the joints by means of extension splints and has 
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never had cause to regret it. Even when there is 
complete loss of muscle, the relief from claw-hand 
renders the procedure worth while. Physiotherapy 
(heat, gentle massage, contrast baths, and electrical 
stimulation) is an invaluable aid. Jones has had 
little experience with operative measures such as 
tenotomy, tenoplasty, and resection of the radius 
and ulna, and his results from surgery have not been 
encouraging. The operation advised by Page and 
performed by Platt (detachment of the flexor group 
from their origin) appeals to him as logical. He is 
of the opinion that when there is fixed pronation 
with very little flexion at the elbow, resection of the 
joint may be indicated and may be combined with 
the operation of Page and Platt. 
Micuaet L. Mason, M.D. 


Kuemmell: New Experiences with Posttraumatic 
Diseases of the Vertebrze (Neue Erfahrungen 
ueber die posttraumatischen Wirbelerkrankungen). 
Zentralbl. f. Chir., 1928, lv, 786. 

The author first reviews the results of researches 
on Kuemmell’s disease up to the year 1926. These 
show chiefly that the vertebra may be compressed 
by traumata of no great severity, but later resume 
their original shape so that in the early stages of 
the condition there are no demonstrable changes of 
form. Not until a considerable time later does the 
deformity (gibbus) appear and show that the delicate 
spongy trabeculz were so injured in their vitality 
that they underwent resorption. Kocher in par- 
ticular has called attention to the crushing of the 
intervertebral disks that is associated, with such in- 
jury. It is only very rarely that a narrowing of the 
vertebral body or of the intervertebral disk can be 
demonstrated roentgenologically. 

Our present theories regarding traumatic disease 
of the vertebra have been considerably changed by 
the work of Schmorl. Schmorl demonstrated that 
by the action of the trauma the bony plate separat- 
ing the body of the vertebra from the cartilaginous 
disk above it—the so-called terminal lamina—is torn 
and the nucleus pulposus of the intervertebral disk, 
then unprotected, proliferates into the interior of 
the spongy bone of the vertebral body and disin- 
tegrates it. The cartilaginous nodules of Schmorl or 
the bone hernia of Geipel result. Schmorl has shown, 
further, that multiple injuries of the vertebral bodies 
of this nature may be associated with clinically de- 
monstrable compression fractures. 

In the discussion, MAvu stated that in one case he 
had been able to demonstrate Schmorl’s cartilagi- 
nous nodule formation roentgenologically. 

SCHANZ pointed out that the conception of 
Kuemmell’s disease must be widened since not only 
gibbus but also kyphosis and scoliosis may be 
sequela of changes in the vertebral bodies resulting 
from relatively slight traumata. 

Zur VERTH stated that in his opinion the car- 
tilaginous nodules are of less importance than 
Kuemmell believes them to be as they are found in 
one-third of spinal columns examined and also in 


cases in which no trauma has been sustained. He 
regards them as abnormalities, like birthmarks. 
Buppe (Z). 


Dall’Acqua, V.: A New Method for Obtaining 
Lateral Projection of the Last Cervical and 
First Dorsal Vertebrze (Nuovo metodo per la 
proiezione laterale delle ultime vertebre cervicali e 
delle prime dorsali). Radiol. med., 1928, xv, 843. 

The lateral picture of the spinal column is of great 
value in showing changes in the vertebra that are 
not visible in the anteroposterior projection, but 
while it is easy to obtain a lateral picture of most of 
the column it is difficult to obtain one of the last 
cervical and first dorsal vertebra because the shadow 
of the clavicle and humerus are superimposed upon 
them. A number of methods have been devised for 
partially overcoming this difficulty, but Dall’Acqua 
describes a method which he thinks is better than 
the methods previously suggested. 

In the author’s procedure, the patient is placed in 
the right lateral oblique, or better, the left lateral 
oblique, position with his body forming an angle of 
about 55 degrees with the table. The shoulder is 
brought down as far as possible and the neck sup- 
ported on a wooden block or a sandbag over which 
the film is arched. ‘The film is carried down to the 
subclavicular region, and care is taken to adapt it 
well to the soft parts. To obtain clearer dissociation 
of the last cervical from the first dorsal vertebra, the 
neck is slightly curved with its convexity toward the 
tube and the center of its convexity at the sixth 
cervical vertebra. The tube, which is exactly per- 
pendicular to the plane of the table, is centered on 
the sixth and seventh vertebra. Any inclination 
upward or downward will interfere with the clear- 
ness of the picture. 

This method gives a lateral picture not only of the 
bodies of the seventh cervical and first and second 
dorsal vertebra, but also of the processes, so that the 
complete vertebra can be studied without an 
oblique projection such as is required in the method 
of Alberti. The clavicle is projected on the body of 
the second dorsal vertebra or in the intervertebral 
space between the second and third dorsal vertebre 
without greatly disturbing the interpretation of the 
picture. Auprey G. Morcan, M.D. 


Ghormley, R. K., and Bradley, J. I.: Prognostic 
Signs in the X-Rays of Tuberculous Spines in 
Children. J. Bone & Joint Surg., 1928, x, 796. 

Hibbs, R. A., and Risser, J. C.: Treatment of Ver- 
tebral Tuberculosis by the Spine Fusion Opera- 
tion. Report of 286 Cases. A Second Series. 
J. Bone & Joint Surg., 1928, x, 805. 


GuorMLey and Braptey report their conclusions 
from a study of 27 cases of tuberculosis of the spine 
at the New England Peabody Home for Crippled 
Children. The roentgenograms in these cases were 
taken at four-month intervals after a period of from 
two to five years. The cases were treated for the 
most part conservatively. 





206 INTERNATIONAL ABSTRACT OF SURGERY 


The prognostic signs are divided into: (1) the 
changes observed in the tuberculous lesion itself, and 
(2) the changes observed in the tuberculous abscess. 

The most favorable type of case so far as perma- 
nent arrest of the disease is concerned seems to be 
that in which there is X-ray evidence of fusion be 
tween the partially destroyed vertebri. 

The authors state that the importance of the 
abscess accompanying tuberculosis of the spine can 
not be over-emphasized. A decrease in the size of 
the abscess is a favorable sign. Calcification of the 
abscess does not necessarily signify improvement. 
The abscess itself may add greatly to the destructive 
process in the vertebra through direct pressure. 

Hiss and Risser review 286 consecutive cases of 
vertebral tuberculosis in which the spinal fusion 
operation was done at the New York Orthopedic 
Dispensary and Hospital in the period from 1915 to 
1920. ‘The results in 30 cases which were followed 
for an average of only two years were doubtful or 
unknown and are therefore excluded from the dis- 
cussion. In 74.6 per cent of the others a cure was 
obtained. In 8 cases (3.1 per cent), the patient sur- 
vived but was not cured. There were 67 deaths, a 
mortality of 26.2 per cent. ‘Ten patients died from 
causes other than tuberculosis of the spine, the 
spinal lesion having been cured. Sixty per cent of 
the patients were less than five years of age at the 
onset of the disease, and 40 per cent were less than 
five years of age at the time of operation. Sixty- 
three per cent were less than ten years of age at the 
time of the operation. Following the operation, the 
patients were transferred to the country branch of 
the hospital, where the average stay was one year 
and seven months. There were 3 operative deaths, 
an operative mortality of 0.9 per cent. All of the 
patients who failed to survive the operation were 
poor risks. In a total of 534 operations performed 
in the period from 1911 to 1920 the mortality was 
only 0.5 per cent. 

In conclusion, the authors state that any treat- 
ment in vertebral tuberculosis must be applicable to 
children as the condition occurs most frequently in 
childhood. ‘They believe there is no justification for 
the hope that all of the diseased joints will become 
fused under treatment by conservative methods. 

Ropert V. Funston, M.D. 


Cochrane, W. A.: Low Backache and Sciatica. 
Brit. Med. J., 1928, ii, 696. 

The main problems to be considered in cases of 
low backache are: 

1. The anatomical type or build of the patient. 
Ife may be slender and delicate and unsuited to 
heavy work. 

2. The patient’s posture and use of the body. 
The posture may be incorrect and the body used in 
positions of mechanical disadvantage. 

3. The roentgenogram of the spine. Absence of 
signs of pathological changes in the roentgenogram 
may be due to a lack of lateral and stereoscopic 
views. 


4. The possible presence of an intrinsic spinal 
lesion such as osteo-arthritis in cases of alleged 
injury in which the symptoms are out of proportion 
to the trauma. 

5s. The relation of anatomical variations to back- 
ache and sciatica. 

6. The mental problem, and the question of 
malingering.., 

In the diagnosis, the patient’s general build and 
attitude, the presence or absence of the normal 
lumbar curve and of a Jateral deviation, restriction 
of movement and pain on movement of the spine 
and hips in lying, sitting, and standing, spasm or 
wasting of muscles, the presence or absence of 
swelling and tender points in the lumbo-sacro-iliac 
region, the findings of rectal examination, and the 
nerve function in the legs must be considered. 

The etiology, pathology, and treatment of acute 
traumatic strain, general postural strain, lumbo- 
sacral strain, sacro-iliac strain, and combined pelvic 
joint strain are discussed. 

Acute traumatic strain. Acute traumatic strain is 
a rupture of ligaments and muscle fibers due to 
violence, and has a sudden onset with well-localized 
symptoms. It should be treated first by recumbency 
on a firm mattress with the knees elevated and the 
back strapped with adhesive. Later, heat, massage, 
and graduated exercises are advisable. By such 
treatment and the correction of faulty posture, 
chronic disability is prevented. 

General postural strain. This causes a general 
aching which is not confined to any one joint and 
usually occurs in slender, asthenic persons who are 
engaged in a fatiguing occupation or adopt faulty 
attitudes resulting in poor posture. The treatment 
should consist in rest, support, and postural re- 
education. 

Lumbosacral strain. In this condition, the distress 
is usually asymmetrical and sciatica is a frequent 
symptom. Lumbosacral strain occurs most often 
in stout persons with a pendulous abdomen. Lateral 
bending of the lumbar spine is freer in one direction 
than in another, and flexion of the hip with extension 
of the knee is limited on the affected side. Disturb- 
ances of nerve sensibility and muscle atrophy of the 
leg may be present. The treatment is recumbency 
with the knees flexed, the application of hot fomenta- 
tions to the back for forty-five minutes three times 
a day, exercises to flatten the lumbar spine when the 
soreness has gone, and the application of a plaster 
jacket when the patient is allowed up. When the 
patient has learned to stand correctly, the plaster 
jacket should be discarded. 

Sacro-iliac strain. This is commonest in the slen- 
der, visceroptopic type of person with a poor posture 
and a lordosis. The upper part of the sacrum moves 
forward with resulting strain. When the patient is 
standing and bending far forward, he flexes the knee 
on the affected side. The treatment of the mild cases 
is similar to that of the lumbosacral type. In more 
resistant cases, forcible flexion of the hip with the 
knee straight and the patient anesthetized may be 
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tried. If this fails, surgical ankylosis of the joint 
may be required. 

Combined pelvic joint slrain. Symptoms of both 
lumbosacral and sacro-iliac lesions may be found 
together. Semi-sacralization of the fifth lumbar 
vertebra should be sought for in such cases. The 
treatment indicated is prolonged immobilization and 
support, Cuester C. Guy, M.D. 


Swaim, L. T.: The Prevention of Deformities of the 
Knee in Arthritis. J. Bone & Joint Surg., 1928, 
X, 742. 


The most common deformity of the knee in 
arthritis is flexion and subluxation with outward 
rotation. This deformity presents a grave problem 
since whatever procedure is used—conservative 
stretching, manipulation, or surgery—a completely 
successful functional result is rarely obtained after 
its development. 

The cause of flexion of the knee is the desire of 
the patient to relieve pain during the acute painful 
stage of the disease. After flexion takes place and 
complete extension has become impossible the sec- 
ond deformity, subluxation, begins. The effort must 
therefore be made to relieve pain and tension by 
placing the knee at rest without flexion. The author 
accomplishes this by means of a light plaster-of- 
Paris cast applied from the hip to the toes with 
the leg extended but not hyperextended. ‘To pre- 
vent fixation, the cast is bivalved within three days. 
In most cases, complete rest of a few days is 
sufficient. H. Earte Conwett, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Royle, N. D.: An Original Technique in Tendon 
Transplantation. J. College Surg. Australasia, 
1928, i, 115. 

To obviate the slipping of a transplanted tendon, 
the author uses the tendon as a living suture. For 
example, the biceps tendon is passed through the 
quadriceps tendon and the semitendinosus is then 
brought forward and passed through the quadriceps 
and biceps together, these two tendons being thus 
anchored to each other as well as to the quadriceps. 
In transplantation of the tibialis posterior into the 
Achilles tendon, the former is split into two unequal 
strands, the larger strand is passed through the 
center of the Achilles tendon longitudinally and the 
smaller is woven back and forth as a suture to hold 
the larger strand in place. 

In cases of paralysis of the tibialis anterior, the 
peroneus brevis is brought down through the tibialis 
sheath from an incision above the ankle. A piece 
of the tibialis amounting to about a third of its 
diameter is then stripped from the tendon, starting 
at the incision above the ankle joint, pulled down 
through the sheath, and used as a living suture, stil] 
attached at its original insertion, to stitch the 
peroneus brevis to the main tendon of the tibialis 
anterior. 


In case of wrist-drop, the pronator teres is trans- 
planted into the wrist extensors. A living suture is 
stripped from one of the extensor tendons from be- 
low upward, being left attached to the belly of the 
muscle, and with this living suture the pronator 
teres is stitched into the two extensors of the wrist. 

In cases of paralysis, the small tendons of the 
fingers and thumb can be used as direct living su- 
tures to stitch themselves into active tendons. 

The tensor fascia can be used to re-inforce a 
defective quadriceps by splitting off three or four 
strips and using them to suture the main body of the 
fascia lata into the quadriceps. The advantages 
claimed for this method are that the living suture 
does not weaken a tendon whereas foreign material 
causes weakening wherever it is passed through; 
there is no postoperative slipping, the patient walk- 
ing with safety in three weeks; and accurate adjust- 
ment of tension is possible during the operation so 
that the final tension is midway between extreme 
relaxation and extreme contraction. 

Witt A. Crark, M.D. 


Leriche, R.: Arthrotomy of the Elbow Supple- 
mented by Section of the Lateral Ligaments 
and Temporary Posterior Dislocation for the 
Treatment of Articular Chondromatosis and 
to Facilitate Certain Osteosyntheses (De 
l’arthrotomie élargie du coude par section des liga- 
ments latéraux et désarticulation temporaire pos- 
térieure dans la chrondromatose articulaire et pour 
faciliter certaines ostéosynthéses). Lyon chir., 1928, 
XXV, 450. 

The ordinary arthrotomies of the elbow give a, 
poor exposure. Even when the olecranon is sec- 
tioned, the anterior synovial cul-de-sac is difficult 
to reach. In two cases of multiple foreign bodies and 
one case of vicious union of a fractured external con- 
dyle, Leriche added section of the lateral ligaments 
to the method of arthrotomy in which the olecranon 
is sectioned. This allowed the elbow to be dislocated 
as in resection, but to a less degree. After treatment 
of the lesions, the ligaments were sutured with cat- 
gut and the joint was closed without drainage. 

In the first two cases, in which the bone was not 
touched, mobilization was begun on the seventh 
day. The patients, all laborers, had resumed their 
work four months later. There was no tendency 
toward flail joint. 

Section of the olecranon is best done quite low 
down. Simple detachment of a lamella of bone in- 
cluding the tendon of the triceps has proved less 
satisfactory. Either a Y incision, the branches of 
which follow the borders of the triceps tendon, or a 
long lateral incision should be used to approach the 
joint. Aubert F. De Groat, M.D. 


Bailey, H.: Volkmann’s Ischemic Contracture 
Treated by Transplantation of the Internal 
Epicondyle. Brit. J. Surg., 1928, xvi, 335. 


Bailey reports a case in which Volkmann’s 
ischemic contracture developed in a child of four 
years following a transverse fracture of the lower 
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end of the humerus which received prompt treat- 
ment, the arm being put up in flexion and supina- 
tion. As no improvement was noted after diligent 
massage for three months, a modified Page operation 
was performed. 

The origin of the flexor muscles was carefully dis- 
sected from the upper third of the ulna; the main, 
common origin, including the internal epicondyle, 
separated from the humerus; and the condyle, with 
the attached muscles, then fastened in a prepared 
bed on the inner side of the shaft of the ulna at the 
juncture of the upper third and the lower two-thirds. 

After the operation, massage was again instituted. 
Seven months later the function of the arm was 
almost perfect. Ropert C. LoNerRGAN, M.D. 


Henry, A. K.: An Operation for Making the Fore- 
arm Prehensile After the Loss of a Hand. Brit. 
J. Surg., 1928, xvi, 188. 

The author describes a unique reconstruction 
operation performed on a man whose left hand had 
been amputated at the wrist. 

‘Two longitudinal incisions were made, one in the 
midline of the flexor aspect and the other on the 
dorsal side, a fingerbreadth radial to the middle line. 
In order to provide a web at the base of the new 
digit, these incisions were made to approach the 
ulna at their proximal ends. ‘The incisions were 
deepened to the bone—the volar incision between the 
tendons of the flexor carpi radialis and the flexors of 
the fingers, and the dorsal incision between the 
radial extensors of the wrist and the common ex- 
tensors of the fingers. The periosteum was divided 
longitudinally and a 5-in. rod was separated from 
the lateral aspect of the radial shaft. The tendon of 
the flexor pollicis longus, the radial artery, and the 
tendon of the flexor carpi radialis were then trans- 
ferred en bloc to the flexor surface of the rod, and 
the skin was sutured around the new digit so formed. 
The ulnar and radial shafts were shortened suffi- 
ciently to allow a medial flap of skin to be turned 
like a hood over their radial aspect. The distal end 
of the limb resembled a boxing glove. 

The rod became ankylosed with the radial shaft, 
but after about three months the patient was able 
to appose the new digit to the ulnar portion of the 
extremity by pronation and to release it by supina- 
tion. He then soon became able to grasp objects, 
to write, etc. 

The author describes also the Krukenberg opera- 
tion which converts the radius and ulna into two 
jaws resembling the blades of a ‘‘crocodile” forceps. 

Danrev_ H. Levintuar, M.D. 


Brandes: Clinical Experience with Tenoplasties on 
the Legs (Aus der klinischen Erfahrung mit Sehnen- 
plastik en am Bein). Zentralbl. f. Chir., 1928, lv, 807. 


Brandes advises a simple technique for tenoplasty 
with careful attention to the mechanical and physio- 
logical relationships of the muscles and joints and the 
utilization of all operative possibilities (periosteal 
and tendinous methods, tendon-sheath substitu- 





tions, etc.). The operation must not be performed 
when the patient is too young, nor should insuffi- 
ciently functioning muscles be transplanted. It is 
emphasized especially that tenoplasty should not be 
limited to cases with paralysis (infantile paralysis), 
since it often gives very good results in flat-foot (the 
method of Hass or that of the author). It is impor- 
tant that, before the tenoplasty, operative recon- 
struction of the shape or simplification of the joint 
mechanism should be undertaken (extirpation of the 
talus according to Whitman in talipes calcaneus, 
arthrodesis of the lower part of the ankle joint in 
varus or valgus position of the calcaneus). For 
paralytic talipes calcaneus, the author recommends, 
as a preliminary operation, extirpation of the talus 
with replacement of the trochlea tali on the pushed- 
back and freshened calcaneus. So far as possible, the 
dividing or slitting of tendons should be avoided. 
Such procedures are reduced to the minimum by 
good separation of the plane of operation; for in- 
stance, with ascending and descending plastic work 
on both tibialis anticus and tibialis posticus muscles. 

In cases of claw-foot, Brandes has had good re- 
sults from Scherb’s transplantation of individual 
long extensor tendons to the metatarsal bones after 
correction in Schultz’s osteoclast. With a teno- 
plasty, it is possible also to combine a partial teno- 
desis of the foot, as, for example, in pes valgus para- 
lyticus (in the anterior part of the foot—plastic 
repair and removal of the elements of the incomplete 
flat-foot by displacement of the tibialis posticus 
muscle). 

Since tenodeses and fasciodeses give results that 
are usually unsatisfactory in the long run and the 
tendons used become stretched, Brandes endeavors, 
in tenodeses of the ankle joint, to place the tendons 
in shallow grooves chiseled out of the bone beneath 
the periosteum and to suture them there in a taut 
state so that they become very short articular lig- 
aments. This is done in one or several stages. 

In conclusion, Brandes calls attention to the great 
importance of improvement in the technique of 
tenoplasty because of the poor results of plastic 
operations on the nerves. 

In the discussion, Mav stated that, in general, 
arthrodesis should be postponed until adolescence. 
For pes calcaneus valgus he recommended Whitman’s 
operation. He stated that, theoretically, there seem 
to be reasons against a plastic operation on the 
quadriceps if the gluteus maximus, the flexors of the 
knee, and the musculature of the calf of the leg are 
preserved (injury to the function of extension of the 
knee). For paralysis of the deltoid, he prefers 
arthrodesis in the cases of adults. In the cases of 
children and youths, an attempt at plastic operation 
on the muscles is indicated (combined myoplasty, 
with the use of the trapezius and the pectoralis 
major). 

DEUTSCHLAENDER stated that he had been favor- 
ably impressed by indirect neurotization of the 
paralyzed muscle by its attachment to a healthy 
muscle, combined with static equalization in length 
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(by tendon transplantations) in cases of infantile 
paralysis with marked growth disturbances. Im- 
mediate success cannot be expected, however, as the 
growth of the nerves from the healthy into the 
paralyzed muscle takes a long time, at least two 
years. : 

SCHANZ recommended lumbar puncture in the 
treatment of infantile paralysis since under its influ- 
ence the reparatory processes develop more rapidly 
and completely than otherwise. He does not oppose 
the development of contractures because such oppo- 
sition is futile and because at a later operation it is 
desirable that the process shall, to a certain extent, 
have been completed. On the other hand, he 
attaches great importance to getting the patient to 
work early. Work, in his opinion, is much more 
beneficial than gymnastic exercises. In severe 
paralysis of the foot, he performs luxation arthro- 
desis, which is similar to Whitman’s operation, and 
instead of Stoffel’s operation, which is often followed 
by recurrence, he performs operations on the mus- 
cles and tendons. 

I'RUEND stated that, to prevent recurrences after 
Stoeffel’s operation, it has been his practice since 
1919 to fasten the central nerve ends, after the 
division, as high up as possible on the nerve trunk 
with a fine silk suture so that, on growing out, they 
cannot reach the muscle. He has never seen recur- 
rence follow this method. Dumont (Z). 


Abbott, L. C., and Crego, C. H.: Operative Length- 
ening of the Femur. Southern M. J., 1928, 
xxi, 823. ; 

The authors report in detail the technique of 
operative lengthening of the femur and describe the 
splint they have devised and the method of its 
application. 

A screw is inserted just above the condyle and 
about 1 in. below the lesser trochanter. An incision 
is then made along the outer side of the femur and 
a Z-shaped osteotomy of the femur about 5 in. long 
is done with a motor saw and osteotome. The deep 
fascia, iliotibial band, and biceps tendon are then 
sectioned obliquely. Clamps are used to keep the 
fragments in place. A drain is inserted in the upper 
angle of the wound and suturing is done with catgut 
and with silk. The turnbuckle apparatus is then 
applied. 

After the operation, attention is paid to keeping 
the fragments in accurate alignment and preventing 
injury to the soft parts. The drain is removed after 
forty-eight hours. When the inflammation has sub- 
sided, usually after five or six days, the lengthening 
process is begun. As this proceeds, the distance be- 
tween the pins on the inside is accurately measured. 
A gain of about 1% in. a day may be expected. 
Roentgenograms are taken each week to check the 
position and amount of lengthening. An average 
time of about four weeks is required to regain 2.5 in. 
Protected weight-bearing is allowed after five 
months, and full weight-bearing after from seven to 
eight months. 


The operation has been performed upon eight 
femora. The oldest child was sixteen years and the 
youngest ten years of age. The greatest length se- 
cured was 3.5 in., and the least, 1.5 in. There were 
no infections. 

The authors report the eight cases in considerable 
detail. They do not advocate the method as a rou- 
tine procedure but believe it of great value in 
selected cases. Ropert V. Funston, M.D. 


Campbell, W. C.: End-Results of Arthroplasty of 
the Knee. J. Bone & Joint Surg., 1928, x, 822. 


A knee joint which was opened about a year after 
arthroplasty because of slight locking showed a 
definite joint space about one-half the capacity of a 
normal joint. The articular surfaces were smooth 
and glistening and there was a small amount of 
joint fluid. A few adhesions under the quadriceps 
tendon did not interfere with motion. ‘The joint 
lining membrane resembled in every detail the free 
transplant of fascia lata that had been put in at the 
original operation. Histologically, this membrane 
consisted of three layers: (1) a dense fibrous layer; 
(2) fibrocartilage; and (3) bone. In some places 
there were fibrous bundles passing from the cartilage 
layer to the bone. A new functional joint had there- 
fore been formed. Extension was complete, and 
there was flexion to 90 degrees. 

Similar findings were made in the cases of 2 
joints which were opened because of instability 
after arthroplasty. 

The presence of a new joint space after arthro- 
plasty can be demonstrated also by roentgenograms. 
Osteoporosis is evident for from three to six months, 
but after that length of time the bone appears 
normal in structure. A very small number of the 
author’s cases showed bone proliferation. ‘These 
were usually cases in which acute infectious arthritis 
had been the original lesion. ‘There may be no rela 
tion between function and the roentgen-ray findings, 
but as a rule a smooth, regular joint surface is 
associated with functional efficiency. 

In appraising the results of arthroplasty of the 
knee, the nature of the original lesion must be con 
sidered. The results of operation in young adults 
following acute pyogenic infection in a single knee 
ankylosed at an angle of not less than 140 degrees 
were successful in from 80 to 94 per cent of the cases, 
whereas the same operation following virulent osteo- 
myelitis extending through the joint was always 
unsuccessful. 

This article is based on 111 cases, but is concerned 
chiefly with 22 cases in which from four to nine years 
have elapsed since the arthroplasty. ‘The ages of the 
patients ranged from fourteen to fifty years. The 
final result as estimated by the patient was excellent 
in 19 cases and poor in 3. ‘The motion obtained 
ranged from 45 to 140 degrees. Walking upstairs 
was Satisfactory in 14 cases, and walking downstairs 
was satisfactory in 12. Stability was good in 18 
cases. Slight or occasional pain was present in 
5 cases. WitiiaM A. CLarK, M.D. 
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FRACTURES AND DISLOCATIONS 


Cowan, J. F.: Non-Union of Fractures: An Experi- 
mental and Clinical Study. Aun. Surg., 1928, 
Ixxxviil, 749. 

Cowan states that in young animals the perios- 
teum is firmly adherent to the bone in the epiphyseal 
region, but along the shaft is attached more loosely 
and is separated from the bone by a layer of rather 
loose areolar tissue in which are many osteal fibro- 
blastic cells. In adults, the periosteum is more 
firmly adherent and often is lacerated at the fracture 
line. ‘The cortical bone is relatively thicker than in 
the young, the haversian canals are smaller, and the 
osteal fibroblasts are fewer. 

In simple fractures, haemorrhage occurs under the 
periosteum along the shaft and for a short distance 
into the medulla. With laceration of the periosteum, 
the blood extravasates into the soft tissues. Fibrin 
forms in the clot and serves as 2 bridge across the 
fracture and as a stimulus to fibroblastic prolifera- 
tion. As early as the second day, fine capillary buds 
can be seen growing into the clot from the periosteum 
and medulla. ‘This forms an oedematous granulation 
tissue which is the beginning of callus. In one week 
this procallus granulation tissue is well developed. 
Ossification proceeds along the blood vessels, thus 
forming small tubules of bone. Cartilage is also 
deposited. When pressure is exerted on the callus 
by the fragments there is a tendency toward exces- 
sive cartilage production. With lifting of the perios- 
teum, parts of the cortical bone are deprived of cir- 
culation and die. These parts become irregular from 
erosion and are replaced by the new bone growth. 

The principal functions of the periosteum seem to 
be to form a bridge between the fragments and to 
serve as a limiting membrane confining the blood 
and clot in which the callus develops. 

Union depends upon a vascular communication 
between the procallus granulation tissue of the 
fragments. ‘The medullary callus depends upon the 
amount of hemorrhage into the medullary cavity. 
It is usually secondary in importance to the perios- 
teal callus, but forms an appreciable bridge. 

Roentgenograms of ununited fracture in human 
bones show a medullary osseous callus filling the 
ends of the fragments and forming a bone buttress; 
an increase in the diameter of the end of one or both 
fragments; a decrease in the end of one or rarely 
both fragments; or convexity of the end of one frag- 
ment, usually the upper, with concavity of the end 
of the other and a cleft between the two. 

Histological examination may show: (1) firm 
fibrous union; (2) loose fibrous bands; or (3) a 
pseudarthrosis with cartilage and synovial mem- 
brane. The fibrous mass is avascular. 

The one finding common to all of the ununited 
fractures examined by the authors was separation 
of fragments. This can occur only with laceration 
of the periosteum. Its importance is most evident 
in fractures of the patella and the olecranon in 
which suture of the fibroperiosteum is necessary to 


secure bony union. Ingrowth of fibrous tissue from 
the periosteum in cases of wide separation of frag- 
ments will prevent a vascular communication be- 
tween the procallus granulations and thus delay or 
prevent bony union. Bone production takes place, 
but the bone forms across the end of each fragment, 
in a direction transverse to the long axis of the shaft 
instead of parallel with the shaft across the fracture 
line. Obviously, the closer the approximation to 
the fragments, the less chance there is for this to 
occur, 

In the surgical treatment of an ununited fracture, 
the attempt should be made to: (1) elevate the 
periosteum for a short distance on either side of the 
fibrous bond; (2) remove the fibrous tissue from be- 
tween the fragments; (3) open the medullary spaces; 
and (4) prevent recurrence of fibrous tissue ingrowth 
between the fragments. To keep the medulla from 
closing up again, Cowan makes a trough longitudi- 
nally across the fracture just as for the introduction of 
an inlay graft. To prevent fibrous tissue from grow- 
ing in again, he rolls a thin piece of cortex from a rib 
into a band and inserts it around the ends of the 
fragments at the line of separation. Equally good 
results have been obtained with a piece of egg mem- 
brane. The ends of the medullary spaces and the 
space between fragments fill up with blood which 
later forms a clot and is organized into callus. 

WitiiaM A. Crark, M.D. 


Murray, C. R.: Fracture of the Clavicle. Surg. Clin. 
N. Am., 1928, viii, 1075. 

The author describes the application and use of 
the clavicular cross in the treatment of fracture of 
the clavicle. He prefers it to other methods because 
it allows function in the affected extremity, causes no 
atrophy, and requires little or no after-treatment. 

Daniev H. Levintuar, M.D. 


Eikenbary, C. F.: Fractures of the Elbow Through 
or Near the Lower Epiphysis of the Humerus. 
J. Bone & Joint Surg., 1928, x, 757- 


Before the reduction of a fracture of the elbow is 
attempted, a roentgenogram should be made... Re- 
duction is best carried out with the part held under 
the fluoroscope and with the patient under general 
anesthesia. In lieu of the fluoroscope, another roent- 
genogram should be made before the splints are 
applied and before the patient recovers conscious- 
ness. If the findings are not satisfactory, another 
attempt at reduction should be made. 

Flexing the forearm without at the same time re- 
ducing the posterior displacement will merely rotate 
the lower fragments transversely. Flexion will read- 
ily help to reduce a fracture but will not accomplish 
reduction. 

Volkmann’s contracture is best prevented by 
keeping the patient under observation after the re 
duction in order that the splints may be re-adjusted 
whenever necessary. A few hours of neglect may 
lead to a condition that can never be corrected. 

H. Earre ConweE .t, M.D. 
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Osgood, R. B.: Compression Fractures of the Spine. 
New England J. Med., 1928, cxcix, 861. 

Compression fractures constitute nearly one-half 
of all spinal fractures. The apparently mild nature 
of the injuries in these cases is an important feature. 
Early diagnosis is essential. 

Such fractures result most commonly from falls or 
blows which cause jackknifing of the spinal column 
with crushing of one or more of the spongy vertebral 
bodies. In from 70 to 80 per cent of the cases, the 
eleventh or twelfth thoracic or first or second lumbar 
vertebra is involved. 

In some cases the signs and symptoms may be so 
slight as to pass unnoticed. Therefore, following 
marked hyperflexion of the spine, the possibility of 
a compression fracture should be considered and 
lateral and anteroposterior roentgenograms should 
be taken. The chief early symptoms are pain re- 
ferred to the region of the lesion, local tenderness, 
and muscle spasm which limits motion. Kuemmel 
distinguished three stages in spinal fractures: (1) the 
stage of the initial injury; (2) a period of comparative 
well being; and (3) the stage in which angular 
kyphosis and pain develop. 

In the treatment, the general condition, the dura- 
tion of the neurological signs and symptoms, and 
the nature of the lesion must be considered. 

If the patient is in severe shock, immediate opera- 
tion is contra-indicated unless it offers the only 
chance of saving his life. If the neurological signs 
appear immediately after the injury there is little 
hope for recovery. If they come on gradually and 
increasingly, every effort should be made to treat 
the condition by manipulation or operation. In 
cases with increasing or stationary neurological 
signs and blood in the spinal fluid, laminectomy may 
be indicated. Care must be taken to prevent cystitis 
and bedsores. 

Fractures of the sacrum and coccyx due to crush- 
ing heal readily when strapping is applied and 
activity is restricted for a short while. In cases of 
crushing fracture of a single vertebra, the treatment 
indicated is immobilization and complete recum- 
bency for from six to eight weeks followed by a 
gradual return to activity. Normal activity may be 
expected in from four to six months. The immobi- 
lization may be obtained by means of a plaster shell 
or jacket or a Wallace spinal bed. The Davis method 
of reduction by hyperextension is promising. Long- 
standing cases with disability and pain may require 
ankylosing operations. It should be remembered, 
however, that it is postural correction, and not 
ankylosis, that insures freedom from pain and dis- 
ability, and that postural correction is accom 
plished much more easily before, than after, an 
operation, Daniev H. LevintHAL, M.D. 


Hart, V. L.: Spontaneous Dislocations of the Hip 
Joint During Early Life: Report of Twenty- 
Eight Cases. Arch. Surg., 1928, xvii, 587. 

Dislocations of the hip joint may be classified as: 

(1) congenital, (2) acquired traumatic, and (3) ac- 
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quired non-traumatic, also termed pathological or 
spontaneous. In the period from 1923 to 1925, 
twenty-eight cases of spontaneous dislocation of 
the hip were admitted to the University Hospital, 
Ann Arbor, Michigan. 

In sixteen of the twenty-eight cases, there was 
metastatic septic arthritis of the hip joint secondary 
to remote infection. In five, the involvement of the 
hip had been preceded by an infection of the upper 
respiratory tract. In three, there was a history of 
acute osteomyelitis, and in two, a history of discharg- 
ingear. In the remaining six cases the remote sources 
of infection were pneumonia with empyema, aspira- 
tion pneumonia and empyema following tonsillec- 
tomy, scarlet fever, acute rheumatic fever, suppura- 
tive axillary adenitis, and wound infection of the 
face. Cultures of pus obtained from eight of the 
sixteen patients with metastatic septic arthritis 
showed staphylococcus aureus in four cases; strepto- 
coccus hemolyticus in two cases; staphylococcus 
albus in one case; the tubercle bacillus in two cases; 
and diplococcus pneumoniz in one case. 

Four of the twenty-eight spontaneous dislocations 
of the hip were due to anterior poliomyelitis. In 
each of these cases the head of the femur could be 
easily displaced and reduced by manipulation and 
there was a flexion adduction contracture deformity 
of the involved hip. 

In four other cases the etiological factor was con- 
genital cerebral paralysis with paraplegia. 

In two cases, the dislocation was a complication 
of polyarticular arthritis or Still’s disease and the 
hip was in a position of flexion adduction and in- 
ternal rotation. 

In two cases a positive diagnosis of tuberculosis 
of the hip joint was made. Dislocation is unusual in 
this condition because of the insidious onset of the 
infection and the scar formation it produces. During 
the acute stage of tuberculous arthritis with muscle 
spasm, the position of flexion, abduction, and ex 
ternal rotation is the rule. If this position is re- 
placed by flexion, adduction, and internal rotation 
before the formation of considerable fibrosis, disloca- 
tion is imminent. 

In all of the twenty-eight cases the dislocation 
occurred before the age of seventeen years. In the 
child, the acetabula are very shallow and displace- 
ment is easier than in the adult. 

In three of the cases reviewed the dislocation was 
bilateral. The unilateral dislocations involved the 


left hip in sixteen cases and the right hip in nine 


cases. In twelve of the twenty-five cases of unilateral 
dislocation there was a pathological condition of the 
other hip. In all except one of the twenty-eight cases 
the dislocated extremity was in a position of flexion, 
adduction, and internal rotation. In the one excep 
tion, a case of purulent arthritis, the position was 
that of flexion, abduction, and external rotation. 
The local pathological condition of the hip joint 
varied according to the etiological factor, the age of 
the disease, and the period of weight-bearing. The 
pathological changes in the sixteen cases with septic 
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arthritis of the hip joint ranged from a serous to a 
purulent arthritis with or without destruction of 
bone and soft tissue. 

In the second and third groups of cases, with in- 
volvement of the lower and upper neurone, respec- 
tively, there were no arthritic changes. The local 
pathological condition consisted in a disturbance of 
the normal muscular balance resulting from the 
flaccid paralysis of anterior poliomyelitis and muscle 
incoérdination with increased muscle tone due to a 
cerebral lesion. 

In the fourth group, the local pathological condi- 
tion varied from slight to extensive bone and joint 
destruction with disturbance of the normal muscle 
balance due to muscle spasm during the acute period 
of the disease. 

The author concludes that a derangement in the 
muscle balance is the one pathological factor com- 
mon to all cases and should be considered the essen- 
tial factor in the mechanism of development of the 
dislocation. 

Recently it has been demonstrated by Jones that 
the mechanism of production of the dislocation is a 
derangement of the normal action of the muscles 
surrounding the hip joint and is not dependent upon 
lesions of bone or ligament. The normal muscular 
arrangement about the hip joint may be altered by 
muscle spasm, muscle paralysis, and muscle inco- 
ordination. Muscle spasm is always present during 
the acute phase of hip-joint infection, and unless 
treatment is given the extremity assumes an attitude 
of flexion associated with either abduction and ex- 
ternal rotation or adduction and internal rotation. 
During the acute stage of hip-joint infection the 
position most frequently assumed is flexion, abduc- 
tion, and external rotation without the production 
of dislocation. In the position of flexion, adduction, 
and internal rotation, which is not uncommon, dis- 
location is imminent. ‘The first position is one of 
stability; the second, one of instability. 

The clinical signs and symptoms of spontaneous 
dislocation of the hip are similar to those present in 
congenital dislocation—a definite limp and lordosis 
when the subject is walking, actual and apparent 
shortening, and the presence of the greater tro- 
chanter above Nélaton’s line. 

The author believes that spontaneous dislocation 
of the hip joint is preventable, and that emphasis 
should be placed upon preventive treatment because, 
when the deformity is once established, any attempt 
at its correction requires a long period of hospitaliza- 
tion. The necessary mechanical apparatus should 
be applied to prevent the patient from assuming the 
position of instability. During the acute stage of 
any infectious process involving the hip joint, the 
muscle spasm may be relieved by the application of 
skin traction and the extremity placed in extension 
and abduction, the position of stability. If bony 
ankylosis is anticipated, a solid plaster spica may be 
applied in the optimum position for ankylosis of the 
hip joint. In the author’s opinion, the optimum 
position for ankylosis is neutral as regards abduc- 


tion, adduction, and rotation, and the position of 
flexion should depend entirely upon the patient’s 
occupation. In children, the hip joint is placed in 
flexion of about 20 degrees. 

The treatment of patients with an established de- 
formity is a complicated problem. Deformities of 
other joints may demand correction before the dis- 
location is reduced. In dislocation of the hip result- 
ing from muscle spasm the prognosis for function is 
fairly good. Incision and drainage of abscesses 
should be done, if necessary, and skin traction ap- 
plied to the dislocated extremity. The traction 
should be applied first in the line of deformity and, 
with gradual cessation of the muscle spasm, the line 
of traction changed by degrees to a position of ex- 
tension and abduction. 

The degree of disability depends upon the dis- 
turbance of the weight-bearing line, the true and 
apparent shortening, the extent of bone and joint 
destruction, the degree of mobility and stability, 
whether the hip-joint involvement is unilateral or 
bilateral, and the presence or absence of associated 
deformities and of pain. 

Stability and mobility are both of importance in 
the function of the hip joint, but stability is the more 
important. A stable and painless hip joint may be 
obtained by skeletal traction followed by arthrodesis 
of the joint. In the presence of bony ankylosis, a 
subtrochanteric osteotomy may improve the weight- 
bearing line and correct the apparent shortening. 
Skeletal traction followed by reduction of the dis- 
location is indicated when the bone and joint de- 
struction is slight. Norman C. Buttock, M.D. 


Swett, P. P.: An Operation for the Reduction of 
Certain Types of Congenital Dislocation of the 
Hip. J. Bone & Joint Surg., 1928, x, 675. 

Allison, N.: The Adaptive Changes in the Hip in 
Congenital Dislocation and Their Importance 
in Treatment. J. Bone & Joint Surg., 1928, x, 687. 

Gill, A. B.: Operation for Old or Irreducible Con- 
genital Dislocation of the Hip. J. Bone & Joint 
Surg., 1928, x, 696. 

SWETT proposes subtrochanteric osteotomy for 
irreducible dislocations of the hip and has treated 
five cases by this procedure. After the osteotomy 
through a Smith-Petersen incision, the head can 
easily be placed in the acetabulum. The fragments 
of course overlap and there is about an inch of 
shortening, but the leg is longer than before the 
reduction, and after healing of the osteotomy there 
is good function. In some cases the roentgenogram 
shows a badly distorted relation of the head, neck, 
and shaft, but this does not seem to interfere with 
function. Convalescence is longer than after simple 
fractures, and postoperative care is most important. 
Swett suggests that redressment and the application 
of a new cast after three weeks or traction in abduc- 
tion immediately after the operation might result in 
better alignment and more length. The operation 
provides a means of reduction when all other meth- 
ods fail and is justified especially in the cases of 
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older children who have well-developed femoral 
heads and acetabula. 

ALLISON emphasizes the importance of early re- 
duction and gentle reduction in congenital disloca- 
tion of the hip. He is in favor of open reduction as 
it gives promise of a higher percentage of final cures 
than closed reduction. Because of the changes in 
bone which result from long-continued immobiliza- 
tion, the plaster cast should be removed as soon as 
possible. Open operation shortens the period of 
immobilization. Some of the obstacles to be over- 
come are: (1) shallowness of the acetabulum; (2) 
irregular shape of the femoral head; (3) torsion of 
the neck; (4) shortness of the abductor muscles; 
(5) shortness of the posterior muscles, fascia lata, 
and iliotibial band; and (6) shortness of the ilio- 
femoral band. In some cases distortion and other 
developmental anomalies in the upper femoral region 
preclude the possibility of a good functional hip 
even when reduction is accomplished. 

GILL reports the results of seventy-five open op- 
erations for old or irreducible congenital dislocation 
of the hip. He divides the cases into three groups 
according to the type of operation required and the 
anatomical and functional results which may be 
expected from it. Cases of the first group are those 
in which the acetabulum is shallow and the femoral 
head projects beyond its upper margin but is not 
completely dislocated. In the second group are 
cases in which there is complete dislocation but by 
open operation the head of the femur can be re- 
placed in the acetabulum without great force or 
tension. The third group is made up of. cases in 
which there is upward displacement of the head of 
from 1 to 4 in. and the head cannot be replaced in 
the original acetabulum at the time of operation or 
can be replaced only by the use of excessive force. 

Gill performs three types of operation. In Type 1, 
a bone shelf is turned down from the outer plate of 
the ilium over and behind the unreduced head and 
no attempt is made to use the original acetabulum. 
In Type 2, partial reduction is effected into the 
original acetabulum and the acetabulum is enlarged 
upward by plastic reshaping of the roof. In Type 3, 
for cases in which complete reduction of the head 
requires deepening of the acetabulum and the turn- 
ing down of an artificial roof, and the femoral neck 
is so short that the trochanter impinges on the 
illum, preventing retention of the head in the ace- 
tabulum, the trochanter is cut off and re-attached 
down on the shaft. 
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Deformities of the head of the femur are fre- 
quently encountered. The mushroom-shaped heads 
are easily injured in reduction. The entire cartilage 
may be knocked off. When this occurs, the result 
must be bony ankylosis. Version of the neck has 
never caused trouble enough to justify osteotomy. 
In cases of bilateral dislocation, good mobility is 
secured in one hip before the other is treated. 

In all of Gill’s operatively treated cases a strong, 
stable joint has been secured. In those in which 
operations of Types 1 and 2 were performed there 
is good mobility. Of those in which the Type 3 
operation was done, ankylosis resulted in three cases 
and in the others the mobility is not so good as in 
the cases treated by operations of Types 1 and 2. 
Pain has been present in only two cases. In prac- 
tically all cases, function has been improved and 
endurance has increased. In general, the author is 
an exponent of the open method although he at- 
tempts closed reduction in the cases of all patients 
under six years of age. Wiriram A. Crark, M.D. 


Jones, J. P.: Interarticular Dislocation of the 
Patella. Brit. J. Surg., 1928, xvi, 338. 


A girl eleven years of age injured her right knee 
by slipping on the edge of a pavement and over a 
bicycle in the dark. The roentgenogram showed that 
the upper edge of the patella had been pulled down 
and wedged in the intercondylar notch of the femur. 
As manipulation under anesthesia failed to reduce 
the dislocation, open operation was done. It was 
necessary to lever the patella from the intercondylar 
notch, but when once freed it retained its normal 
position without suture. The quadriceps extensor 
insertion had been stripped from the upper and 
anterior surface of the patella. 

After closure of the wound a plaster cast was 
applied. This was worn for four weeks, being taken 
off only for massage and movements. Uneventful 
recovery resulted. 

The mechanism of the type of injury sustained in 
this case has never been satisfactorily explained. 
The author suggests that the first movement is an 
extreme and forcible flexion of the knee which leaves 
the upper end of the patella on a level with the inter- 
condylar notch of the femur, and that this is rapidly 
followed by extension in which the patella remains in 
its new position and the quadriceps, stripped from 
the anterior surface of the patella, acts on the lower 
border, wedging it firmly between the two condyles 
of the femur. Ropert C. Lonercan, M.D. 
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BLOOD VESSELS 


Gould, E. P., and Patey, D. H.: Primary Throm- 
bosis of the Axillary Vein: A Study of Eight 
Cases. Bril. J. Surg., 1928, xvi, 208. 


The eight cases of primary thrombosis of the axil- 
lary vein reported were those of males ranging in age 
from twenty-three to forty years. Six of the pa- 
tients were between twenty and thirty years old 
The right arm was affected in all but one case. The 
onset in all cases seemed to have been related to a 
muscular effort or strain. 

Most investigators agree that trauma is an impor- 
tant factor. The author injected the vein of post- 
mortem specimens with plaster of Paris. One experi- 
ment showed a groove in the vein at the site of the 
costocoracoid ligament, while in two others a broad, 
deep groove from the pressure of the subclavius was 
seen. In addition, a practically constant bicuspid 
valve was found at this level, so situated that pres- 
sure of the subclavius muscle caused stretching of the 
vein wall in the long axis of the valve. The authors 
are of the opinion that a rupture of this vein is the 
important pathological lesion. As predisposing fac- 
tors, expiratory effort and abduction of the arm are 
of importance. 

The history and clinical features are usually typi- 
cal. In doubtful cases the possibility of syphilis and 
tuberculosis should be considered. Any bony abnor- 
mality will be revealed by the X-ray. 

The prognosis is uniformly good. Some disability 
and swelling of the arm may persist for a time after 
excessive physical exercise. 

The treatment consists in rest, elevation of the 
part, and massage after two or three weeks. 

Witctam J. Pickett, M.D. 


Dawbarn, R. Y., Earlam, F., and Evans, W. H.: 
The Relation of the Blood Platelets to Throm- 
bosis After Operation and Parturition. J. Path. 
& Bacleriol., 1928, xxxi, 833. 

After operations and child-birth, and especially 
after caesarean section, the number of platelets in the 
blood begins to rise about the fourth day, increases 
to a maximum at about the tenth day, and there- 
after falls slowly to the normal level. A diminution 
of platelets is associated with an increase, and an 
excess of platelets, with a decrease in the blood 
coagulation time. The time relations of clinical 
thrombosis and embolism are very similar to those 
of the platelet reaction. These conditions are most 
frequent at about the tenth day after operation or 
parturition. 

The authors found no change in the platelet count 
after hamorrhage, anesthesia, or bed rest, and no 
constant variation in sepsis. The platelet reaction 


was excited by fractures. A similar rise was noted 
during convalescence from acute infections such as 
lobar pneumonia. 

It is suggested that the features common to the 
various stimuli which have been identified are tissue 
njury and the absorption of breakdown products. 

Jacos M. Mora, M.D. 


Allen, A. W., and Smithwick, R. H.: The Use of 
Foreign Protein in the Treatment of Peripheral 
Vascular Diseases. The Results of Intravenous 
Injections of Typhoid Vaccine. J. Am. M. Ass., 
1928, xci, 1161. 

Non-specific foreign protein in the form of intra- 
venous injections of typhoid vaccine was used in the 
treatment of twenty-five cases of peripheral vascular 
disease. 

Two of these cases were of vasomotor origin. 
Thirteen were cases of presenile gangrene, clini 
cally thrombo-angiitis obliterans, and six were cases 
of arteriosclerotic gangrene (including those with 
associated diabetes). Four cases, although their 
chief characteristics tended to place them in the 
vasomotor group, showed elements that belonged 
to other groups and have not been classified. ‘The 
majority of the lesions were far advanced and of 
long standing. Nineteen of the patients were ad- 
mitted to the hospital with ulceration. Only six had 
pulsating vessels. Nineteen were completely dis- 
abled. 

The treatments varied in number from one to 
fifteen and were given without deleterious effects 
over periods ranging from three weeks to fifteen 
months. Of the nineteen patients who entered the 
hospital with complete disability, five had major 
amputations and are included in the group of seven 
considered unrelieved. The authors believe that 
two of the major amputations might have been 
avoided by more prolonged palliative procedures 
Twelve of the nineteen patients with complete dis- 
ability have been able to return to their former 
work, 

Typhoid vaccine given intravenously causes a 
definite reaction much like that observed following 
periarterial sympathectomy, with definite relief of 
the pain and improvement in the appearance of the 
lesion. The reaction can be repeated at intervals of 
seven days or more, with subsequent healing of the 
ulcerations. ‘The treatment should be combined 
with proper hygienic measures and any minor 
surgical operations that may be necessary. 

The authors believe that the method described 
hastens the development of an adequate collateral 
circulation more effectively than any conservative 
measures heretofore suggested. 

Joun H. Gartock, M.D, 
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MacLeod, J. M. H., Sicard, Forestier, Gaugier, and 
Others: Discussion on the Treatment of Vari- 
cose Ulcers by Intravenous Injections. Proc. 
Roy. Soc. Med., Lond., 1928, xxi, 1823. 


SICARD, FORESTIER, and GAUGIER, who read the 
first and chief paper in this symposium, summarized 
the conditions favoring the development of varicose 
ulcers as: (1) general factors affecting the blood 
vessels, such as a hereditary predisposition, endo- 
crine-sympathetic dyscrasia, age, and syphilis; and 
(2) local or mechanical influences such as intrapelvic 
pressure, constant standing, trauma, hemorrhages, 
local infections and eczema of the skin, and local 
infective phlebitis. ‘The general influences take the 
form of weakness of the walls and valves of the vein 
and of the supporting ‘perivascular tissue. 

In postphlebitic ulceration developing in an 
oedematous leg with venectasia, obliterating injec- 
tions are contra-indicated. The treatment should 
consist in rest, massage, and support. 

Dirty serpiginous ulcers with eczema, pigmenta- 
tion, and peripheral sclerosis are likewise unsuitable 
for injection and should be treated by rest, disinfec- 
tion, vaccine, ultraviolet light, and surgery. 

Cases of ulcer with moderate or mild local dis- 
turbance should be treated by intravenous oblitera- 
tive injections and local treatment of the lesion. 

Mixed syphilitic and varicose ulceration should 
be treated by both anti-syphilis methods and 
obliterative injections. 

The obliteration is brought about by the injection 
of 2 or 3 c.cm. of a 20 to 60 per cent solution of 
sodium salicylate in water. Quinine, urethane, hy- 
pertonic saline solution, sodium citrate, and 50 to 
66 per cent glucose have also been used but are 
not so good. A tourniquet may or may not be 
applied. The injections are given with the patient 
lying down and are made into the veins proximal 
to the ulcer. To prevent undue pain and sloughing, 
the needle must be in the vein. Three hundred 
thousand injections of sodium salicylate and 25,000 
injections of quinine have been given without caus- 
ing embolism. 

Hiccrns reported good results in 200 cases, in 35 
of which there was active ulceration at the time of 
injection. He believes that in the production of 
true varicose ulcers, trophic, traumatic, and infec- 
tious factors are of prime importance. The less in- 
fection enters into the picture the greater the success 
of the obliterative injection method. 

From the several thousands of cases in which 
obliterative injections have been made without acci- 
dent, the conclusion may be drawn that the method 
is safe. There should be no local or distant focus 
from which the injected vein may become infected, 
and excessive muscular activity should be avoided 
for about three weeks after the injection. 

In the further discussion, other small series of 
cases were reported. Mention was made of the fact 
that the intravascular injection of irritative sub- 
stances causes a true endovenitis with the formation 
of a very tough and adherent thrombus which is 


quite different from an intravascular clot. It was 
emphasized that at the time of injection the limb 
must be perfectly at rest and flaccid, and after the 
injection it should remain so for a half hour. If 
there is an active return flow of blood in a vein, 
injection is contra-indicated. This is easily deter- 
mined by placing two fingers on the vein a short 
distance apart. If the vein fills promptly on the 
removal of the lower finger, it may be concluded 
that there is an upward flow of blood in the vein. 
FRANK B. Berry, M.D. 


McPheeters, H. O., and Rice, C. O.: Varicose Veins: 
Complications, Direct and Associated, Follow- 
ing the Injection Treatment: A Review of the 
Literature. J. Am. M. Ass., 1928, xci, togo. 


The authors emphasize that the treatment of vari- 
cose veins by the injection method should not be 
attempted by those who are not aware of the com- 
plications, as errors in technique may bring this very 
satisfactory mode of treatment into disrepute. 

The mortality rate following the injection treat- 
ment of varicose veins is much less than that follow- 
ing operative treatment. As yet, no one solution 
has been found entirely adequate for every purpose. 

The injection treatment of varicose veins has 
passed the experimental stage and has been proved 
a very rational procedure which should be ac- 
cepted to supplant other well-recognized methods. 


BLOOD; TRANSFUSION 


Freezer, C. R. E.: Haematemesis and Purpura; 
Splenectomy; Death from Perforation of a 
Duodenal Ulcer. Guy’s Hosp. Rep., Lond., 1928, 
Ixxvili, 465. 

Melzna and Purpura; Splenectomy; Recovery. 
Guy’s Hosp. Rep., Lond., 1928, Ixxviii, 460. 

Rake, G. W.: Preliminary Note on a Case of Ha- 
matemesis and Spontaneous Ecchymoses. 
Guy’s Hosp. Rep., Lond., 1928, Ixxviii, 470. 

Morton Palmer, F. W.: The Haemorrhagic Dia- 
thesis in a Child of Twelve, Simulating Chronic 
Gastric Ulcer. Guy’s Hosp. Rep., Lond., 1928, 
Ixxviii, 473. 

FREEZER reports the case of a boy nineteen years 
old who had three attacks of purpuric haemorrhage 
in a period of three years. The first two attacks 
ceased spontaneously. The onset of the last attack 
was characterized by pain in the left side of the 
abdomen followed by showers of petechia in the 
skin and bleeding from the nose and mouth. ‘The 
first night the patient was in the hospital he passed 
a large tarry stool and there was blood in the urine. 
An attack of severe uncontrollable epistaxis stopped 
when fainting occurred. 

Although the patient was in a very weakened 
condition, with a hamoglobin value of only 39 per 
cent and an erythrocyte count of only 2,200,000, 
splenectomy was done. After the operation there 
was almost immediate improvement in the patient’s 
condition and there were no further hamorrhages. 
On the fifth day, flatulence developed, the abdomen 
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became distended and tympanic, and death occurred 
suddenly. Autopsy revealed two ulcers on the pos- 
terior surface of the duodenum, one of which had 
ulcerated into the lesser peritoneal cavity. 

The second article in this group, the author of 
which is not mentioned, reports a case of purpura 
which began with a few petechiw on the limbs and 
within three months was associated with frequent 
attacks of bleeding from the mucous membrane of 
the mouth and intestinal tract. The haemoglobin 
value was 33 per cent and the red cell count less than 
3,000,000. Splenectomy was followed by a rapid 
return of the haemoglobin to normal. 

RAKE reports the case of a pregnant woman with 
a haemorrhagic diathesis probably due to an earlier 
puerperal infection. On account of the pregnancy, 
ho operative treatment was instituted. 

Morton PALMER reports a case of haemorrhagic 
diathesis in a child of twelve years which was char- 
acterized by rather severe attacks of gastric pain 
associated with hawmatemesis, submucous haemor- 
rhages, and subcutaneous and intramuscular pain 
probably due to intramuscular hemorrhages. The 
condition was believed to be Henoch’s purpura. 

PauL W. Sweet, M.D. 


Evans, W. H.: The Blood Changes After Splenec- 
tomy in Splenic Anemia, Purpura Hzmor- 
rhagica, and Acholuric Jaundice, with Special 
Reference to Platelets and Coagulation. J. 
Path. & Bacteriol., 1928, xxxi, 815. 

Of eleven cases in which splenectomy was per- 
formed, the platelets showed a considerable rise in 
ten. One case of purpura hemorrhagica failed to 
show a marked rise. In one case of splenic anaemia 
(Rosenthal’s thrombocythaemic type) the platelets 
rose to a high level which was maintained until death 
resulted from mesenteric thrombosis. 

The clotting time showed a rough parallelism to 
the platelet level. The clot retraction seemed much 
more proportional to the platelet count. 

There seems to be no correlation between the 
immediate and transient rise of the granular leuco- 
cytes and the slower and more persistent rise of the 
platelets after splenectomy. Joun J. MaLtoney, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Bertwistle, A. P., and Gregg, A. L.: Elephantiasis. 
Brit. J. Surg., 1928, xvi, 267. 

It is important to distinguish elephantiasis from 
lymphatic oedema in which no hypertrophy but 
merely a distention of the cells and spaces is found. 
Elephantiasis is a hyperplasia of the skin and sub- 
cutaneous tissues in a part suffering from lymphatic 
and probably venous obstruction. 

The causative bacterium is apparently a strepto- 
coccus which finds lodgment in an area of diminished 
resistance. The focus may be situated elsewhere 
in the body. Histologically, the disease is mani- 
fested first by a soft stage characterized by active 
subcuticular metamorphosis in which the connective 


tissues form plasma cells which are seen through- 
out the skin and hypodermis, and then by a hard 
stage characterized by an increase in collaginous 
material: in which the soft swelling gives place to 
hyperplastic tissue. The surface epithelium first 
shows hyperplasia and later hyperkeratinization. 

The condition is preceded by lymphatic and 
venous obstruction. The latter is caused usually 
by a thrombosis, while the former may be con- 
genital, traumatic, or infective. The infection may 
be due to filaria, tuberculosis, syphilis, leprosy, 
granuloma inguinale, or malignancy. ‘lhe author 
mentions also a type due to toxic absorption of a 
chemical nature. 

Elephantiasis may occur in any part of the body 
being reported on the scalp, face, tongue, breast, 
penis, testis, vulva, and buttocks. The arms, legs, 
and scrotum are affected most frequently. The 
parts involved in tropical elephantiasis vary with 
the country. 

The onset dates back to an attack of lymphan- 
gitis. This may be sudden and accompany or follow 
an acute illness. If slight residual thickening follows 
repeated attacks, a diagnosis of beginning elephan- 
tiasis may be made. 

The first stage in the progress of the disease is 
characterized by a smooth, uniform swelling or 
thickening of the part. During the second stage, 
the skin becomes definitely thickened and acquires 
an uneven ridged appearance with hypertrophy of 
the muscles of the part. In the third stage, the 
skin and subcutaneous tissues are greatly thickened 
and thrown into folds and deep sulci. In the case 
of the scrotum, a diffuse ruggedness is seen. Weep- 
ing fissures and indolent ulcers are sometimes formed. 

In the treatment, all foci of infection must first 
be eradicated. The patient should be given bed 
rest and efforts should be made to improve his 
health. The use of an autogenous vaccine prepared 
from fluid withdrawn from the tissues shortly after the 
intradermal injection of salt solution into the affected 
area during an attack of fever has been of con- 
siderable benefit. Elevation of the affected part 
must be continued throughout treatment. When 
the lower limbs are involved, some type of elastic 
hose should be worn. In the absence of inflam- 
mation, massage is valuable in improving the cir- 
culation. When these procedures fail, operation is 
indicated. 

Many surgeons have obtained successful results 
from the Kondoléon operation. The method of 
Sistrunk, which consists in excising a strip of skin, 
subcutaneous tissue, and three fingerbreadths of 
fascia on the external and internal aspect of the leg, 
has also been followed by excellent results. In 
cases of scrotal enlargement, amputation of the 
scrotum with careful plastic work to assure lymph 
drainage is indicated. The prognosis as regards life 
is ordinarily good, but in the late stages the patient 
may be bedridden with deformity or pain. 

The author reports six cases with a number of 
photographs. Witiiam J. Pickett, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Desjardins, A. U.: Radiotherapy in Actinomycosis. 
Radiology, 1928, xi, 321. 


Many cases have been reported which show that 
the roentgen rays are a potent agent in the treat- 
ment of actinomycotic lesions. The earlier and the 
more superficial the lesions, the more rapidly the 
roentgen rays cause them to undergo involution and 
disappear. 

Actinomycotic lesions of the head and neck can 
nearly always be eradicated by thorough irradiation, 
the drainage of purulent collections, and the internal 
use of increasing daily doses of sodium or potassium 
iodide. Undoubtedly, however, the irradiation is 
the chief factor in the cure. 

When actinomycosis attacks the intestine or the 
lungs, the disease often becomes extensive before its 
true character is recognized. In such cases irradia- 
tion is seldom successful in effecting a cure, but 
slight or great improvement is not uncommon. Bet- 
ter results could undoubtedly be obtained if the 
diagnosis were made and the treatment instituted 
earlier. 


MISCELLANEOUS 


Pohle, E. A., and Sawyer, R. A.: Physical and Bio- 
logical Problems in Heliotherapy. Am. J. 
Roentgenol., 1928, xx, 338. 


Continuing a series of articles describing their 
studies on the behavior of the mercury-vapor lamp, 
Pohle and Sawyer report in this article their experi- 
ments dealing with the problem of dosimetry. Be- 
cause of the importance of establishing a repro- 
ducible unit which will follow the biological effect 
in the emission of ultraviolet from a lamp of this 
type, the experiments included: (1) the relation of 
the biologically important lines in the mercury vapor 
spectrum during one thousand hours of burner life; 
(2) accurate measurements of the total intensity of 
the emission of a quartz mercury vapor burner; (3) 
a comparison of corresponding measurements with 
the photo-electrical cell; (4) a comparison of a 
photochemical test to determine its limitations; and 
(5) controls on a sufficient number of patients to 
establish a skin tolerance dose. 

The article is summarized briefly by the authors 
as follows: 

“t, A study has been made of the spectral energy 
characteristics of the mercury-vapor lamp. A vac- 
uum type burner at 110 volts A. C. was used in all 
investigations. Measurements of the variation of 
the relative intensity of, the lines 3130, 3022, 2967, 
2897, 2804, 2650, 2536 A under varying conditions, 
i.e., age of burner and operation, are reported. 


“9. The ultraviolet emission has also been meas- 


ured by a cadmium cell in uviol glass, by the starch- 
iodine test, and by the skin erythema. It may be 
concluded from these investigations that the cad- 
mium cell gives a satisfactory reading of the ery- 
thema-producing ultraviolet part of the mercury- 
vapor spectrum. 

“3. A method is proposed by which the calibra- 
tion of a photo-electric cell in absolute units can be 
carried out. This permits checking the sensitivity 
of an individual cell and calibrating other cadmium 
cells in the same units. The correlation between this 
absolute unit and the biological effect (skin ery- 
thema) has been established.”” Grrrrupe Brearp. 


Dixon, W. E., and Heald, C. B.: Ultraviolet Rays 
and the General Public. Brit. M1. J., 1928, ii, 642, 
643, 644. 


Dixon discusses the nature of radiation, the 
curative rays and the sources from which they may 
be obtained, the physiological action of light, and 
the variations in the sensitiveness of the skin of 
different persons. As the advertising literature for 
lamps gives the impression that irradiation by 
such lamps is a panacea, he reviews the dangers of 
ultraviolet irradiation and emphasizes the necessity 
for protection of the public against its improper use. 

HEALD reports that the value of ultraviolet irra- 
diation when it is properly employed and its dangers 
when it is improperly employed led the British 
Medical Association to appoint a subcommittee to 
consider how best the treatment might be safe- 
guarded and its abuses abolished. The final recom- 
mendation of this committee was as follows: 

“Tn view of the risks to the public involved in the 
use of electricity and radiation as methods of treat- 
ment by untrained and unqualified persons, it is to 
be desired: (1) that suitable courses of training 
should be organized under medical direction for 
persons who wish to administer this form of treat- 
ment; (2) that persons who have satisfactorily fol- 
lowed such a course should be entitled to have their 
names entered on an approved roll; (3) that one of 
the conditions attached to admission to, and main- 
tenance on, the approved roll should be abstention 
from the treatment of any patient except on the 
responsibility and under the general supervision of a 
registered medical practitioner; and (4) that pa- 
tients who require electrical or radiation treatment 
should be referred only to those persons whose 
names are on the approved roll.” 

Heald cites evidence of the harm that can result 
from the use of electricity in the form of X-rays, 
ultraviolet rays, diathermy, etc., and in summarizing 
states that the unqualified electrotherapist should 
be abolished by law. GERTRUDE BEARD. 
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MISCELLANEOUS 


CLINICAL ENTITIES -GENERAL PHYSIO- 
LOGICAL CONDITIONS 


McPheeters, H. O.: Ulcer Cruris: The Etiology, 
Pathogenesis, and Treatment. Surg., Gynec. & 
Obst., 1928, xlvii, 460. 

McPheeters states that ulcer cruris is the end- 
result of the trophoneurotic disturbance in the leg 
and foot resulting from the stagnation of blood 
serum in the tissues secondary to varicose veins. 

The attempt to cure the ulcer first and the veins 
second is wrong both in theory and practice. 

The varicose veins are obliterated far better by 
the injection treatment than by operation. 

The supportive bandage for the affected ex- 
tremity with the rubber-sponge pressure over the 
ulceration is the oldest and yet the most efficient 
treatment of the present day. 

Judicious employment of the skin graft at the 
proper time greatly shortens the period of healing. 

‘To prevent recurrence, all long-standing cases 
with extensive involvement must have continued 
support for long periods of time. 

The duration and extent of the support must be 
decided in each case. 

Finally, by the use of the described technique, 
all varicose ulcers can be healed and kept healed. 
If they do not heal, it means that the operator has 
not been keen enough to locate the vein which causes 
the condition and is often under the ulcer bed or 
that he has been negligent in giving the extremity 
the necessary lasting support. 


Strong, L. C.: The Non-Genetic Appearance of 
Various Types of Neoplasia in Experimental 
Animals. J. Cancer Research, 1928, xii, 208. 

After many years of brother-to-sister matings of 
mice, the author has developed a sub-strain in which 
no individual ever developed any type of neoplasia 
although the mice were kept under conditions ideal 
for neoplasia and lived far beyond the so-called 
cancer age. Since in sub-branch lines of the same 
stock there were produced certain individuals which 
developed certain types of carcinoma, it cannot be 
said that the stock is non-susceptible. 

There was developed also by _ brother-to-sister 
matings another pedigreed stock of which no indi- 
vidual in direct descent ever developed neoplasia. 

When 2 individuals thus derived were crossed, a 
peculiar type of neoplastic tissue, a tumor melanotic 
in character, resulted. ‘This was the only melanotic 
tumor observed by the author in a laboratory ani- 
mal in ten years. 

The mouse with this tumor was bred to his own 
sister and the ensuing 12 daughters were mated 
back to the father. In this back-cross generation 


of 156 offspring no individual developed the same 
type of tumor. 

By the same method, 2 other tumors were 
developed, one a small round-cell sarcoma, and the 
other an aleukemic lymphoblastoma. 

The author concludes that this type of tumor is 
not due to a simple mendelian recessive unless an 
extremely large number of mendelian units is 
assumed. He believes it may be explained as a 
somatic mutation. Gerorce A. Cottetr, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


‘indlay, G. M.: Histamine and Infection. J. Path. 
& Bacteriol., 1928, xxxi, 633. 

Findlay’s experimental work leads him to suggest 
that the well-known relationship between injury and 
the localization of organisms in injured tissue is due 
to the liberation by injured tissue of histamine or a 
histamine-like substance which causes dilatation of the 
capillaries and increased permeability of the capil- 
lary endothelium with the result that organisms 
present in the blood stream are enabled to escape 
into the surrounding tissues 

This theory is supported by experiments with the 
viruses of fowl-pox vaccinia, and the Rous sarcoma, 
staphylococcus aureus, streptococcus, and pneumo- 
coccus. Jacosp M. Mora, M.D. 


Long, P. H., Olitsky, P. K., and Stewart, F. W.: The 
Réle of Streptococci in Experimental Poliomye- 
litis of the Monkey. J. Exper. Med., 1928, x\viii, 
431. 

Several investigators have reported the isolation 
of streptococci from poliomyelitic tissues of man 
and of animals. The authors’ study was undertaken 
especially to determine the source of the streptococci 
and their relation to the etiology of the disease. It 
included a comparison of the strains of streptococci 
isolated from monkeys affected with poliomyelitis. 

According to Bull, the streptococci recovered from 
poliomyelitic tissues have no etiological or patho- 
logical relationship to the virus of poliomyelitis, oc- 
curring only as secondary invaders in the disease. 
Smillie and Amoss suggested that the bacteria may 
be agonal invaders. 

The results of the authors’ experiments suggest 
that the streptococci are contaminants introduced 
into the cultures during the grinding of the tissues. 
Their source may therefore be the air of the room 
in which the cultures are made. The authors could 
not determine any etiological relationship of the 
streptococci to poliomyelitis, and concluded that 
there is a true virus of poliomyelitis in man and the 
monkey. SAMUEL Kaun, M.D. 
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EDITOR’S COMMENT 


STATISTICAL study of all the fractures 
treated at the Rizzoli Institute in Bologna 
during the years from 1899 to 1926, and a 

more detailed study of the fractures involving 
joints, 42 per cent of the total number, forms an 
interesting and instructive contribution to the 
subject of fracture pathology and treatment. 

Of the 162 fractures involving the upper end of 
the humerus reported by Zanoli (p. 360), 90 per 
cent fell into one of three groups —uncomplicated 
fractures of the surgical neck (50.6 per cent), frac- 
tures of the greater tuberosity with displacement 
of the head of the humerus (30.2 per cent), and 
fractures of the surgical neck with displacement 
of the head (9.2 per cent). Fractures of the head 
of the humerus, of the anatomical neck, uncom- 
plicated fractures of the greater tuberosity, and 
epiphyseal separations altogether formed but 1o 
per cent of the entire number. Of interest, too, is 
the fact that no fracture was a compound one, 
and in only 2 of the 162 fractures were there asso- 
ciated nerve lesions. 

Of the 328 fractures about the elbow, reported 
by Camurati (p. 361), 112 (34.14 per cent) were 
supracondyloid fractures, 50 (15 per cent) in- 
volved the external condyle, 37 (11 per cent) in- 
volved the internal condyle, and 22 (6.7 per cent) 
were T- or Y-shaped fractures (supra- and inter- 
condyloid). In 20 cases (6 per cent) there were 
complicating primary nerve lesions; in 40 cases 
(12 per cent), complicating dislocations; and in 67 
(20.4 per cent), excessive bone formation at the 
site of fracture. 

Two hundred and forty-two fractures of the 
neck of the femur, reported by Dusi (p. 363), con- 
stituted 19 per cent of all the fractures of the 
lower limb and 64.4 per cent of all fractures of the 
femur, an unusually high percentage. Fifteen 
cervical and 5 cervicotrochanteric fractures oc- 
curred in individuals under forty years of age. 
The results after non-operative treatment were 
excellent or good in 50 out of 96 cases, and after 
various forms of operative treatment in 17 out of 
40 cases. 

One hundred and ninety fractures of the mal- 
leoli are also reported in detail by Faldini (p. 365); 
44 fractures involving the knee by Zanoli (p. 364); 
and 186 fractures involving the wrist by Soldi 
(p. 361). 


Haberer’s discussion of some phases of the sur- 
gery of the biliary tract (p. 337) emphasizes 
particularly the occasional presence of aberrant 
ducts passing directly from the liver into the wall 
of the gall bladder. Such ducts, he believes, were 
present in one case in which after careful removal 
of an intact gall bladder containing pus, pus was 
seen oozing in drops from the peritoneal covering 
of the liver. Haberer does not think it possible 
that in this case the pus could have come from 
such delicate structures as the lymphatic vessels. 
He believes that the presence of such ducts ac- 
counts for the occasional leakage of large amounts 
of bile following cholecystectomy and careful 
ligation of the cystic duct. 

Francis’ comprehensive review of bacillus 
tularense infection, based upon 679 cases, and his 
description of four clinical types of the disease 
(p. 380) indicate both its extensive distribution 
and the widespread interest that his studies of 
tularemia have aroused in the medical profession. 
It is unusual that the etiology, bacteriology, and 
symptomatology of a disease should be so care- 
fully studied, so completely understood, and that 
this knowledge should be disseminated among 
the entire medical profession in so brief a period 
of time as has been the case with tularemia, and 
the credit for this signal achievement belongs to 
Francis of the United States Public Health 
Service. 

A number of other abstracts in this month’s 
issue of the INTERNATIONAL ABSTRACT OF SUR- 
GERY deserve particular mention: Baroni’s studies 
on the experimental production of actinomycosis 
(p. 380), Coley’s report of the end-results of the 
treatment of Hodgkin’s disease and lymphosar- 
coma, particularly with roentgen and toxin 
therapy (p. 371); Forssell’s review of the thera- 
peutic methods in use and the results secured at 
Radiumhemmet in Stockholm (p. 375); Giacob- 
be’s discussion of the therapeutic results of artifi- 
cial pneumarthrosis in intra-articular lesions of 
the knee (p. 358); Foster’s clear-cut discussion of 
intestinal obstruction (p. 330); and Short’s review 
of the symptoms resulting from inflammation of 
the mesenteric lymph glands (p. 326) are a few 
of many helpful and stimulating papers which 
have recently appeared in American, British, and 
Continental journals. 








